Maternity 
Nursing 


An Introductory Text - 


Leifer 
11th Edition 


Contents in Brief 


UNIT | Social and Family Dynamics, 1 


1 Contemporary Maternity Care, Family, and 
Cultural Considerations, 1 
2 Reproductive Anatomy and Physiology, 16 


UNIT u Development of the Fetus, 29 


3 Fetal Development, 29 


UNIT Ill Pregnancy, 43 
4 Physiologic and Psychological Changes During, 
Pregnancy, 43 
5 Health Care and Fetal Assessment During 
Pregnancy, 61 


UNIT ІУ Labor and Birth, 91 


6 Process of Normal Labor, 91 
7 Nursing Care During Labor, 106 
8 Management of Pain During Labor, 147 


UNIT У The Newborn, 159 


9 Physiologic Adaptation of the Newborn and 
Nursing Assessment, 159 

10 Nursing Care of the Newborn, 184 

11 Newborn Feeding, 204 


UNIT VI Postpartum Assessment, 224 
12 Postpartum Assessment and Nursing Care, 224 


UNIT vn Complications of Childbearing, 249 


13 Health Problems Complicating Pregnancy, 249 
14 Complications of Labor and Birth, 280 


15 The Newborn at Risk: Conditions Associated with 
Gestational Age and Development, 303 

16 The Newborn at Risk: Acquired and Congenital 
Conditions, 320 

17 Postpartum Complications, 343 


UNIT VIII Community-Based Care, 355 
18 The Pregnant Adolescent and Maternity Nursing 
in the Community, 355 


UNIT IX Other Reproductive Issues, 372 
19 Family Planning and Infertility, 372 

20 Women's Health Issues, 390 

21 Complementary and Alternative Therapies, 407 


APPENDIXES 


The Joint Commission's Lists of Dangerous 
Abbreviations, Acronyms, and Symbols, 420 
Commonly Used Abbreviations in Maternity 
and Pediatric Nursing, 421 

Common Phrases for Maternity and Pediatric 
‘Nursing with Spanish Translations, 422 
Multilingual Glossary of Symptoms, 425 
Conversion Tables, 428 

Selected Maternal and Newborn Laboratory 
Values, 429 à 
Answers to Review Questions for the NCLEX 
Examination, 430 


amo n s > 


а 


Bibliography and Reader References, 432 
Illustration Credits, 442 

Glossary, 445 

Study Guide, 473 


An Introductory Text 


11th Edition 


MATERNITY NURSING: AN INTRODUCTORY TEXT, 11 ed- ISBN: S78-1-4377:22093 
Copyright © 2012, 2008, 005, 1997, 1992, 1986, 1979, 1971, 1970, 1966, 1961 by Saunders, an imprint of 
Elsevier Inc. 

Copyright 1989 renewed by Frank P. Bleier 


All rights reserved. No part of this publication may be reproduced or transmitted in any form or by am 
means, electronic or mechanical, including photocopying. recording. or any information storage: 
felieval system, without permission in writing from the Publisher Details on how to seek permission, 
further information about the Publisher's permissions polices and our arrangements with 

ions such as the Copyright Clearance Center and the Copyright Licensing Agency, 
can be found at ош website www elsevier. cam / permissions 


Th book and the individual contributions contained in it are pra under copyright by the 
Publisher (ther than as may be noted herein. m 


Although for mechanical reasons the Study Guide section of this publication is perforated, only those 
pages imprinted with an Elsevier Inc. copyright notice are intended for removal 


Notice» 


Knowledge and best practice in thia Held are constantly changing, А» new research and ex 
eee medo 
trvalment may become necessary. 

‘Practitioners and researchers must always rely on their own experience and knowledge in 
Evaluating and using any information, metoda, compounds, or experimenty described Метил, In 
using such information or methods they should be mindful of their own safety and Һе safety of 
others, including partes for whom they have a professional responsibility. 


With respect to any drug or pharmaceutical products identified, readers are advised tn cheek the 
most current information provided (i) on procedures featured or (1) by the manufacturer of each 
predicti be administer, m verify he recommended dose oe for, he method and dora 
of administration, and contraindications ts the responsibility of practitioners, relying on their 
‘own experience and knowledge of their patients, to make diagnoses, to determine dosage» and the 
best treatment for each individual patient, and to take il appropriate safety precautions 

"To the fullest extent ofthe law. neither the Publisher nor the authors contributors, or editors. 
asume any liability for any injury and/or damage to persons or property às à matter of products 
lability, negligence or otherwise, or from any use or operation of any methods, products, 
Instructions, or ideas contained in the material herein. 


Library of Congress Catalogingsin-Publication Data 
Leifer Gloria. 

Maternity pursing an introductory ret / Gloria Leifer. = Eleventh od. 

pcm. 

Includes bibliographical references and index 

ISBN 978143772205: (pbk. : alk paper) 1. Maternity nursing. L T. 

IDNLM 1. MaternalCNid Nursing, £ Perinatal Care-methods 3. Pregnancy 

‘Complications-nursing, 4. Pregnancy. WY 1573] 

87 2012 
2de 
EI 

Viae President and Publish: Loren Wilson 


Ри seris Матау Deborah Vogel and Hemamalini Калаа 


Project. Tidwell and Maria Bernard 3 

Bok Designer: Karen Paul „ Working together to grow 
libraries in developing countries 

— | wwwibookaidorg | wwwiabrcong 


Printed in Canada 


Last digit is the print number; 9.8 76 54 3 21 


Gvolve ELSEVIER 


learning system 


OU'VE JUST PURCHASED 


ORE THAN 
A TEXTBOOK 


TO ACCESS YOUR STUDENT RESOURCES, GO TO: 


http://evolve.elsevier.com/Leifer/maternity 


Propare for Class, Clinical, or Lab 
* Animations depicting anatomy, physiology, and procedures 
* Answers and Rationales for Review Questions for the NCLEX* Examination 
* Answer Guidelines for Critical Thinking Questions. 
* Audio Glossary with pronunciations in English and Spanish 
* Calculators for determining body mass index (BMI), body surface area, fluid deficit, Glasgow coma score, IV dosages, 
and conversion of units 
* Concept Map Creator 
* Fluids and Electrolytes Tutorial 
* Patient Teaching Plans in English and Spanish 
* Skills Performance Checklists for all Skills in the textbook 
* Video Clips portraying patient assessment, vaginal birth, and cesarean birth 


‘Additional Resources 


* Nutrient Requirements for Pregnancy 
* Sequence for Donning and Removing Personal Protective Equipment (PPE) 
* Standard Precautions and Transmission-Based Isolation Precautions 


REGISTER TODAY! 


Female External Genitalia 
Female Reproductive Ducts 
Male External Genitalia 
Menstrual Cycle 

Ovarian Cycle 

Ovarian Cyst 

Ovarian Torsion 


Fertilization to implantation 
Fetal Circulation. 
Fetal Development, First Trimester 
Fetal Development, Second Trimester 
Fetal Development, Third Trimester 
Function of the Placenta 
Maternal-Fetal Circulation 
Oogenesis 
Pregnancy Stages, Trimesters 
Sex Determination 
Chapter 7 
Birth or Parturition 
Fetal Hypoxia 
Membrane Rupture 
Normal Delivery 
Placental Delivery 
Chapter 13 
Abruptio Placentae 
Bleeding Complications 
Ectopic Pregnancy 
Placenta Previa. 
Rh Compatibility 
Seizure in Pregnancy 
Sickle Cell Anemia 
Type 1 Diabetes 
Type 2 Diabetes 
Chapter 14 
Breech Delivery, Arms 
Breech Delivery, Face 


Breech Presentation Examination. 
Breech Presentation with Sonogram 
Cesarean Section 
Postterm Pregnancy 
Shoulder Dystocia 
Umbilical Cord Prolapse 

‘Chapter 20 
Breast Cancer 
Breast Cancer Metastasis 
Pelvic Inflammatory Disease 


и vico curs 

Chapter 4 
Breast 
Chest Wall 

‘Chapter 5 
Abdomen Fundal Height 

Chapter 6 
Fetal Lie 
Position. 
Presentation. 

Chapter 7 
Fetal Heart Rate 
Leopold First 
Leopold Second 
Leopold Third 
Leopold Final 
Normal Delivery 

Chapter 9 
Auscultation: Breath Sounds, Anterior Chest Female 

Neanate 
Auscultation: Heart, Anterior Chest—Female Neonate 
Evaluation: Babinski Reflex—Male Infant 
Evaluation: Cremasteric Reflex—Male Neonate 
Evaluation: Cry—Female Neonate 
Evaluation: Head Circumference—Male Neonate 
Evaluation: Legs, Symmetry and Length—Male 
Neonate 

Evaluation: Moro Reflex—Male Neonate 
valuation’ Motor Development Male Infant 
Evaluation: Motor Development (Sitting)—Male Infant. 
Evaluation: Plantar Grasp—Male Neonate 


Evaluation: Rooting and Sucking Reflexes—Male 
Neonate 


and Palpation: Genitalia (Supine Positionj— 
Male Neonate 
Inspection and Palpation: Head and Hair—Male Neonate 
Inspection: Buttocks—Male Neonate 
Inspection: Ear Canal—Male Infant 
Inspection: External Eve— Male Neonate 
Inspection: External Genitalia—Female Neonate 
Inspection: Eye Alignment—Male Infant 
Inspection: Head—Male Neonate 
Inspection: Male Genitalin—Male Neonate 
Inspection: Male Genitalia, Circumcision—Male Neonate 
Inspection: Neck, l'osterior—Male Neonate 
Inspection: Oropharyns, Teeth, and Tongue—Female 
Infant 


Inspection: Range-of-Motion, Upper Evtremities—Male 
Neonate 


Inspection: Tongue—Male Infant 

Motor Development Male Infant 

Palpation: Abdomen—Male Neonate 

Palpation: Femoral Pulscs--Male Neonate 

Palpation: Male Breasts (Spine Position)—Male Neonate 
Percussion: Chest and Abdomen—Male Neonate 


Chapter 14 
Cesarean Section 


Bathing Your Intant 


Breastfeeding Your Intant 
‘Breast Self-Exam 


CALCULATORS 


Body Mass Index (BMI) 
Body Surface Area 
Fluid Deficit 

Glasgow Coma Seale 
IV Dosage 

Units Conversion 


Answers and Rationales for Review Questions for the 
NCLEX* Examination 
Answor Guidelines for Critical Thinking Questions 
‘Concept Map Creator 
Fluids and Electrolytes Tutorial 
Glossary with Pronunciations in English and 
Spanish 


EVOLVE STUDENT RESOURCES. = 


‘ADDITIONAL RESOURCES. 
Nutrient Requirements for Pregnancy 
Sequence for Donning and Removing Personal Protective 
Equipment (PPE) 
Standard Precoutions and Body Substance Isolation 
Precautions 


73 — Auscultating Fetal Heart Rate 

72 Determining Manual Fetal Heart Rate 

73 — Applying an External Fetal Monitor 

74 — Determining Contractions by Palpation 

75 — Performing Leopold's Maneuvers 

7% Testing tor the Presence of Amivotic Flukt 
(Nitrazine Paper Test) 

77 Cleansing the l'erineum Before Delivery 

78 Administering Intramuscular Injections to the 
Newborn 

74 Administering Eye Ointment to the Newborn 

730 — Assisting with an Emergency Birth 

91 Taking the Axillary Temperature 

92 Measuring the Fontanelles 

101 Providing Umbilical Cord Care 

102 Weighing and Measuring the Newborn 

103 — Bathing the Newborn 

104 Suetioning with a Bulb Syringe 

105 Swaddlitg the Nowbom 

101 Brenstieeding Techniques 

102 Bottle Feeding the Infant 

121 Assessing and Massaging the Uterine Fundus. 

122 Assessing Lochia 

123 Assessing the Perineum 

124 Ном to Perform Perineal Care 

125 Assisting with a Site Bath 

13) Blood Pressure Measurement During. 
Pregnancy 

134 Modification of Standard Cardiopulmonary 
Resuscitation (CPR) for Pregnant Women 

141 Testing for the Presence of Amniotic Fluid (Nitta- 
zine Paper Test) 

151 Gavage Feeding 

152 Kangaroo Care 

e Detecting Jaundice in the Newborn 

162 Applying a Urine Collection Bag to a 
Newborn 

19-1 How to Usea Male Condom Effectively 

192 How to Use a Diaphragm Effectively 

201 Breast Self-Examination 


Dedicated to the memory of 
‘Sarah Masseyaw Lelfer 
Nurse. Humanitarian, and Mother 
And. 


Daniel Peretz Hartston 
Pediatrician, Husband, and World Traveler 


To the honor af 


Barnet, 
Heidi, Paul, and Ruby, 
Amos, Gina, and Spencer, 
Eve, David, Zoe, Elliot, and lan 


Who remind me of the excitement and jovs of parent 
"and the marvels of grmdparenihood. 


A dedicated team effort is required to create and 
update a dynamic and useful textbook that will serve 
the student in a fast-paced LVN/LPN program and 
also provide the broad foundation necessary to enable 
application of concepts in an advanced LPN /LVN-to- 
ADN ladder program. 

lam grateful to each member of the team who 
helped achieve the scope of revision of this text, ‘This 
teamwork ensured the inclusion of the latest informa- 
tion essential for students to provide quality family 
care in the obstetric setting with critical thinking 
skills and cultural sensitivity. Readers, reviewers, 
practitioners, educators, and students provided many 
comments and suggestions that reinforced the preser- 
vation of unique aspects of this text, including the 
clarity of presentation that is во valuable to English 
as a second language (ESL) students with limited 
English proficiency. Their suggestions inspired the 
addition of many illustrated skills and techniques 
unique to the maternal-newbom specialty, supported 
by clear color photographs and drawings to enhance 
text content, 

The enormous task of updating and adding essen- 
tial new information while containing text size and. 
сом! was facilitated by the cooperation and dedication 
of the Elsevier editorial staff, Ize Rader and Terri 
Wood, former nursing editors, will always be grate- 
fully remembered for originally encouraging me con- 
ceming the joys of writing and introducing me to the 
Elsevier family, Teri Hines Burnham, the Executive 
Editor, met with me personally and challenged me to 
new heights of creative production, Tiffany Trautwein, 
the Developmental Editor, evidenced a commitment to 
excellence and detail and provided seamless commu 
nication, guidance, and support throughout the publi- 
tation process. Brandi Tidwell, the Project Manager, 


provided me with editing advice and technical support 
and maintained the ongoing oversight necessary for 
the success of this project. Karen Pauls designed a book 
that was attractive to the eye and easy to read. Each 
member of the Elsevier team maintained close contact 
with me and each other, resulting in a seamless and 
successful product, 

1 would also like to thank those who personally 
enabled me to experience the joys of parenthood and 
grandparenthood while encouraging me to remain 
focused on this project. Heidi and Paul Epstein, Barnet 
Hartston, Eve and David Fleck, and Amos and Gina 
Hartston taught me how to survive the anxieties of par- 
enthood, and my grandchildren, Zoe, Elliot, lan, Ruby, 
and Spencer, contributed to the text as photographic 
models and also helped me develop insight and sensi- 
tivity to the role of a grandparent in the modern-day 
extended family. 

The informal assistance of the staff of Loma Linda 
University Medical Center in Loma Linda, California; 
Riverside County Regional Medical Center in Moreno 
Valley, California; and the Southern California Kaiser 
Permanente Medical Center in Fontana, California, 
helped me to achieve the goals of this project. 

Finally, and most important, T would like to thank 
my nursing students, past and present, from Fordham 
School of Nursing in New York City, Hunter College 
of the City University of New York. California State 
College in. Los Angeles, and Riverside City College 
in Riverside, California, for helping me apply and 
redofine concepts of teaching and learning, thus 
enabling the creation of a text that will promote enthu- 
siastic participation in the learning process and serve 
as both a learning tool and a professional resource, 


Gloria Leifer Hartston 


Professor Gloria Leifer embarked on her nursing career in 1958 and soon identified 
а special interest in teaching and curriculum development. She obtained а 
Master's degree in the Art of Teaching Maternal-Child Nursing from Columbia 
University in New York in 1968 and entered postmaster's study at Columbia 
University, specializing in curriculum development in nursing. 

She taught obstetric and pediatric nursing at Hunter College of the City 
University of New York for 7 years until her marriage to a pediatrician brought 
her to California where she continued to teach obstetric and pediatric nursing 
at California State University at Los Angeles. For several years, she traveled exten- 
sively to developing countries with her pediatrician husband and studied patterns 
and problems related to obstetrics and pediatrics. She obtained a Radio Class 
license as a Ham Radio operator and attended classes at the Department of Home- 
land Security Training Center at College Station, Texas 

Her recent professional presentations include Hospital Response to Mass Casual- 
ties with renowned speaker and Israeli physician Itimar Ashkenazi, MD, and 
Utilizing Learning Experiences within Our Environment in conjunction with her 
development and planting of a “poison garden” and “allergy-free garden" on 
the campus of Riverside City College, which was designed for student and com- 
munity health education. 
served as a consultant for the National Council of State Boards of Nursing as 
an Item Writer for the NCLEX* Examination for several years. For her teaching 
excellence, she received the coveted Caring Spirit Award, sponsored by Profes- 
sional Hospital Supply, Johnson & Johnson, Inland Valley Hospitals, and the Press 
Enterprise newspaper. She ix listed in the Strathmore Who's Who in Nursing and in 
Who's Who in American Nursing from the Society of Nursing Professionals. 

Publications include Leifer, С. (1966), Symposium on the nurse and the ill child. 
Nursi linics of North America, 101), 1-121; Leifer, С. (1967). Rooming in despite 
complications. The American Journal of Nursing, 6710), 2114-2120; Leifer, G., & 
Brown, M. (1997). Pediatric codes: A cheat sheet, RN Journal, 60(4), 30-35; Leifer, 
G. (2001). Hyperbaric oxygen therapy, The American Journal of Nursing, 101(8), 
26-35; Principles and Techniques in Pediatric Nursing (published by W.B. Saunders 
from 1965 until 1982), which wen a Book of the Year award from The American 
Journal of Nursing; and three textbooks currently published by Elsevier, including 
Growth and Development Across the Lifespan: A Health Promotion Focus; Introduction lo 
Maternity & Pediatric Nursing: and Maternity Nursing: An Introductory Text. She has 
also written several chapters concerning reproductive health in Medical-Surgicil 
Nursing: Concepts & Practice by Susan C. deWit 

Professor Leifer isa Certified Nurse Educator (CNE) and a full-time professor of 
obstetric and pediatric nursing at Riverside City College in Riverside, California. 


Laura Bevlock Kanavy, RN, BSN, MSN 

Instructor, Practical Nursing Program. 

Career Technology Center of Lackawanna 
County 

Scranton, Pennsylvania 

Answers and Rationales for Review Questions for the 
NCLEX® Examination 

Study Guide 


Trena L. Rich, RN, PHN, MSN, APRN, CIC 
Director, Quality Assurance 
Patient Care Center 


Janis A. Baker, RN, BSN 

Lead Instructor 

Valley Baptist School of Vocational Nursing 
Harlingen, Texas 


Terry Bichsel, RN, BSN 

Instructor, Allied Health Department 
Moberly Area Community College 
Moberly, Missouri 


Miranda Burford, RN, BSN, MPH 
Supervisor of Health Services 
Lompoc Unified School District; 
Director, Vocational Nursing Program 
Lompoc Unified Adult Education 
Lompoc, California 


Katina M. Camp, RN 
Insteuctor, Practical Nursing 
Nursing and Allied Health 
Southeast Arkansas College 
Pine Bluff, Arkansas 


Erin Hahs, RN 

Nursing Instructor 

Valley Baptist Schoo! of Vocational Nursing 
Harlingen, Texas 


Western University of Health Sciences 

Pomona, California 

PowerPoint Slides with Audience Response System 
Questions 

TEACH Instructor Resource 


Laura Travis, MSN, BSN, RN 
Health Careers Coordinator 

Tennessee Technology Center at Dickson 
Dickson, Tennessee 

Test Bank 


Laura Bevlock Kanavy, RN, BSN, MSN 
Instructor, Practical Nursing Program 

Career Technology Center of Lackawanna County 
Scranton, Pennsylvania 


Donna Murry, RN, BS, MEd 

Formerly Program Coordinator and Assistant 
Professor of Nursing 

South Plains College 

Plainview, Texas 


Kendra S. Seilet, RN, MSN 
Associate Professor, Nursing Division 
Rio Hondo College 
Whittier, California: 


Allison St. Clair, RN, MSN 

Coordinator, Nursing 

Summers County School of Practical Nursing 
Hinton, West Virginia 


Laura Travis, MSN, BSN, RN 

Health Careers Coordinator 

Tennessee Technology Center at Dickson 
Dickson, Tennessee 


Karin M. Allen, BSN, RN 
Coordinator, Practical Nurse Program 
Hutchinson Community College 
McPherson, Kansas 


Tawne D. Blackful, RN, MSN, MEd 
Supervisor of Health Services and School Nurse 
Lawrence Hall Youth Services. 

Chicago, Minois 


Barbara Carrig, BSN, MSN, АРМ 

LPN Nurse Program Coordinator, Academic /Clinical 
Instructor 

Passaic County Technical Institute 

Wayne, New Jersey. 


Mary-Ann Cosagarea, RN, BSN 

Practical Nursing Coordinator 

Porlage Lakes Career Center 

W. Howard Nicol School of Practical Nursing 
Uniontown, Ohio 


Dolores Cotton, MSN, RN 
Practical Nursing Coordinator 
Meridian Technology Center 
Stillwater, Oklahoma 


Phyllis Del Mastro, RN, MSN 
Corporate Director, Nursing. 
Porter and Chester Institute 
Rocky Hill, Connecticut 


Laurie F. Fontenot, BSN, RN 
Department Head, Health Services Division 
Acadiana Technical College - С.В, Согей Campus 
Ville Platte, Louisiana 


Shelly R. Hovis, RN, MS 
Director, Practical Nursing 
Kiamichi Technology Centers 
Antlers, Oklahoma 


Janet M. Kane, RN, MSN 
Director of Nursing 
NewCourtland Education Center 
Philadelphia, Pennsylvania 


Patty Knecht, MSN, RN 
Director of Practical Nursing 

Center for Arts and Technology-Brandywine Campus 
Coatesville, Pennsylvania 


Joe Leija, MS, RN, DON 
Director of Nursing, Vocational Nursing. 
RGV Careers. 
Pharr, Texas 


Hana Malik, MSN, FNP-BC 
Tamily Nurse Practitioner 
Take Care Health Systems 
Villa Park, Illinois. 


Barb McFall-Ratliff, MSN, RN 

Director of Nursing, Program of Practical Nurse 
Education 

Butler Technology and Carcer Development Schools 

Hamilton, Ohio 


‘Toni L.E. Pritchard, BSN, MSN, EdD 

Allied Health Professor, Practical Nursing Program. 

Central Louisiana Technical College ~ Lamar Salter 
Campus 

Leesville, Louisiana 


Barbra Robins, BSN, MSN 
Program Director 

Leads School of Technology 
New Castle, Delaware 


Fleur de Liza S. Tobias-Cuyco, BSc, CPhT 

College Dean, Director of Student Affairs, 
and Instructor 

Preferred College of Nursing 

Los Angeles, California 


ABOUT THE TEXT 


The 11th edition of Maternity Nursing: An Introduc- 
tory Text is designed to enable the LPN/LYN to pro- 
vide safe, effective, and comprehensive nursing care to 
mothers, newborns, and their families in diverse set- 
tings: and to provide a broad foundation of knowl- 
edge, skills, concepts and practices. In years past, 
completion of the LPN/LVN program was considered 
а terminal certificate, but today many LPN/LVN 
Programs are considered “ladders” into the associate 
degree nursing (ADN) program. Most LPN/LVN-to- 
ADN ladder programs do not include additional 
content classes or clinical practice in the specialty of 
maternal/newborn nursing, and this text will enable 
the graduate to apply advanced concepts to the broad 
foundation that it provides: 

This edition builds upon the strong foundation of 
earlier editions. Some cantent has been condensed 
and streamlined to improve the flow and minimize 
repetition. Essential new content has been added to 
maintain a comprehensive presentation in an easy 
to read format, Emphasis remains focused on the role 
of the nurse in providing knowledgeable, safe, and evi- 
denced-based patient care while using clinical critical 
thinking skills in common patient care situations. In- 
formation in the text includes the scientific basis of 
health promotion, illness prevention and dysfunction, 
and related nursing actions using the nursing process. 
Effective communication, unique obstetric skills, cul- 
turally specific nursing care, and patient teaching are 
highlighted throughout the text. 

This text is also designed to bridge the gap between 
the classroom and the clinical arena by presenting cur- 
rent facts, concepts, and principles that promote learn- 
ing through comprehension rather than memorization 
With wellness of the mother and newborn, goals of 
Healthy People 2020, the Joint Commission's National 
Patient Safety Goals and Quality, and Safety Education 
for Nurses (QSEN) at its core, this text also provides a 
detailed understanding of health problems and disease 
processes related to maternity and newborn care and 
Women's health. Some of the key teaching and learning 
features of this text are as follows: 

* Childbearing is presented as a normal process 
and is followed by complications and their impli- 
cations for preventive and therapeutic nursing 
care. 

* The mother and newborn and the nuclear and 
extended family are portrayed as the patient. 


* The nurse's role as a member of the multidisci 
plinary health care team is emphasized. 

* Preventive nursing care in the community anc 
complementary and alternative therapies are in 
cluded with patient teaching suggestions anc 
techniques that promote effective self-care, 

* The nursing process is integrated throughout thi 
text along with clinical pathways and care plans 
which help the student apply the nursing, proces 
in the clinical arena, 

* The integrated health care delivery system, whic} 
includes traditional and nontraditional product 
and practices requiring critical thinking in thy 
daily nursing plan of care, is addressed. 

* Past traditions are correlated with modern trend. 
to inspire nurses to be prepared for rapid change 
that will affect future care. 

* Special attention to the learner with limited pro 
ficiency in English is provided by clear defini 
tions of medical terminology and detailed, clea 
explanations of physiologic processes, medi 
and nursing interventions, amd preventiv 
techniques. 

* In-depth concepts of maternal-newbom care ал 
provided in а clear, readable format with ar 
so of tables, figures, and special features (se 

xiv) that enhance learning and retention 

. 5 Concepts at the end of each chapter foste 
effective review for the practitioner who plan 
to reenter the specialty of maternal-newbor 
nursing 

* Review Questions for the NCLEX* Examinatio 
and Critical Thinking Questions are includes 
in each chapter with Answers, Rationales, anı 
Answer Guidelines available for the student œ 
Evol 

* Each chapter offers credible Online Resources fo 
students lo use to enhance their knowledge апи 
critical thinking skills, 

- Detailed, step-by-step Skills are presente 
throughout and include several icons that sym 
Бойле common steps for any skill in any area с 
general medical-stirgical nursing—checking th 
order, introducing yourself, identifying the ps 
tient, performing hand hygiene, and so fort 
(see p. xiii). 

* А complete updated bibliography and referenc 
guide to provide the evidence-based source с 
the information contained in the text as well a 
sources to increase depth of information. 


ES TÖ THE INSTRUCTOR 


+ A Multilingual Glossary of Symptoms (Appendix 
D) helps the student to communicate in 14 Alt. 
ferent languages with non-English speaking 
patients. 


The 11th edition of Maternity Nursing: An Introduce 
tory Text shares some feature and design elements 
with other Elsevier LPN/LVN textbooks. The purpose 
of these LPN Threads is to make it easier for students 
and instructors to use the variety of books required 
by the relatively brief and demanding LPN/LVN 
curriculum. The following features are included in 
the LPN Threads. 

* A reading level evaluation is performed on every 
manuscript chapter during the book's develop- 
ment to increase the consistency among chapters. 
and ensure the text is easy to understand 
The full-color design, cover, photos, and illus- 
trations are visually appealing and pedagogically 
useful. 

Objectives (numbered) begin each chapter and 
provide a framework for content and are espe- 
cially important in providing the structure for 
the TEACH Lesson Plans for the textbook, 

- Key Terms with phonetic pronunciations and 
page number references are listed at the begin- 
ning of each chapter, Key terms appear in color 
in the chapter and are defined briefly, with full 
definitions in the Glossary. The goal is to help 
the student reader with limited proficiency in 
English to develop a greater command of the pro- 
nunciation of scientific and nonscientific English 
terminology. 

А wide variety of special features relate to crit- 
ical thinking, clinical practice, health promotion, 
safety, patient teaching, complementary and al- 
ternative therapies, communication, home health 
care, delegation and assignment, and more. Refer 
to the To the Student section of this introduct= 
fon on pp. xiii to xiv for descriptions and exam- 
ples of features from the pages of this textbook, 

Critical Thinking Questions presenled at the 
ends of chapters and with Nursing Care Plans 
give students opportunities to practice critical 
thinking and clinical decision-making skills with 
realistic patient scenarios, Answers are provided 
оп the Evolve website 

Key Points at the end of each chapter correlate 
to the objectives and serve as a useful chapter 
review. 

А full suite of Instructor Resources is available 
юп the Evolve website; including TEACH Lesson 


Plans, Lecture Outlines, PowerPoint Slides, Test 
Bank, Image Collection, and Open-Book Quizzes. 

= In addition to consistent content, design, and 
support resources, these textbooks benefit from 
the advice and input of the Elsevier LPN/LVN 
Advisory Board (see p. v). 


The comprehensive and free Evolve Resources with 
TEACH Instructor Resource include the following: 

* Test Bank with approximately 700 multiple 
choice and alternate-format questions with topic, 
step of the nursing process, objective, cognitive 
level, NCLEX® category of client needs, correct 
answer, rationale, and textbook page reference. 

* TEACH Instructor Resource with Lesson Plans, 
Lecture Outlines, and PowerPoint stides—with Aus 
dience Response System questions embedded— 
thot correlate cach text and ancillary component. 

* Image Collection that contains all the illustra- 
tions and photographs in the textbook. 

* Answer Keys for Open. o, Quizzes and the 
Study Guide, 


The Evolve Student Resources include the following 
assets; 

* Animations depicting anatomy, physiology, and 
procedures. 

+ Answers and Rationales for Review Questions 
for the NCLEX* Examination. 

* Answer Guidelines for Critical 
Questions. 

* Audio Glossary with pronunciations in English 
and Spanish. 

* Calculators for determining body mass index 
(BMI), body surface area, fluid deficit, Glasgow. 
coma score, IV dosages, and conversion of units. 

* Fluids and Electrolytes Tutorial, 

* Patient Teaching Plans in English and Spanish, 

* Skills Performance Checklists forall Skills in the 
textbook. 

* Video clips of patient assessment, vaginal birth, 
and cesarean birth, 

The in-text Study Guide is а valuable supplement to 
help students understand and apply the content. Mul- 
tiple Choice questions, Clinical Situation case studies 
with critical thinking questions, and Group Internet 
Activities provide students with various leaming tools 
for reinforcement and exploration of text material. 
The Study Guide includes text page number references 
for each question, and an Answer Key is provided for 
instructors on the Evolve website. 


Thinking. 


READING AND REVIEW TOOLS 


* Objectives introduce the chapter topics. 

* Key Terms are listed with page number references: 
and difficult medical, nursing, or scientific terms are 
accompanied by simple phonetic pronunciations. 
Key terms are considered essential to understanding 
chapter content and are defined within the chapter, 
Key terms are in color the first time they appear in 
the narrative and are briefly defined in the text, with 
complete definitions in the Glossary. 

* Each chapter ends with a Get Ready for the 
NCLEX" Examination! section that includes: (1) 
Key Points that reiterate the chapter objectives 


CHAPTER FEATURES 


and serve as a useful review of concepts; (2) a list 
of Additional Resources including the Study Guide, 
Evolve Resources, and Online Resources; (3) an ex- 
tensive set of Review Questions for the NCLEX™ 
Examination with answers located in Appendix G 
and Answers and Rationales on Evolve; and (4) Crit- 
ical Thinking Questions with Answer Guidelines 
located on Evolve. 

* A complete Bibliography and Reader References in 
the back of the text cite evidence-based information 
and provide resources for enhancing knowledge, 


Skills ore presented in a logical format with purpose, 
relevant illustrations, and clearly defined and num- 
bered nursing steps. Each Skill includes icons that serve 
as a reminder to perform the basic steps applicable to 
wll nursing Interventions: 


№ Check orders. 


Gather necessary equipment and supplies. 


2 
Ag) introduce yourself 


fa Check patient's identification. 


BD [umen 


Е uin the procedure /tervention: 
Perform hand hygiene. 


D Don gloves it applicable) 


It is essential that you understand the importance of 
these мер and know when to petform them. The 
actions that these icons represent must be considered 
before performing any intervention; however, you must 
е critical thinking and consider agency protocol to 
determine the specific supplies and equipment you 
may need and decide when itis necessary to don gloves. 


(XS) Nursing Care Plans, developed around specific 
case studies, include nursing diagnoses with an em- 
phasis on patient goals and outcomes and questions 
to promote critical thinking, 


q Safety Alerts and Medication Safety Alerts em- 
phasize the importance of maintaining safety in patient 
care to protect patients, family, health care providers, 
and the public from accidents and the spread of 
disease. 


TK]. catu Promotion boxes emphasize healthy life- 
style choices, preventive behaviors, amd screening 
tests, 


(Î stedication tables provide quick access to infor- 
mation about medications commonly used in mater- 
nity nursing care. 


Cultural Considerations explore select specific 
cultural preferences and how to address the needs of 
a culturally diverse patient and family. 


(ж) Nutrition Considerations provide important 
nutrition information for infants and women be- 
fore pregnancy, during pregnancy, and while 
breastfeeding. 


I 
Patient Teaching boxes help develop awareness 
of the vital role of patient and family teaching in health 
care today. 

(Continued) 


Communication boxes focus on strategies for 
therapeutic communication. 


Legal and Ethical Considerations present perti- 
nent information about the legal issues and ethical di- 
lemmas that may face the practicing nurse. 


D Memory Joggers provide easy-to-remember 
mnemonics and acronyms for recalling specific 
information. 


(2) ьа You know? boxes present interesting — 
and sometimes surprising—facts related to maternity 
nursing care, 


б) Evidence-Based Practice boxes present re- 
search evidence and highlight its influence on 
mursing care. 


A 
38 Animations depicting anatomy, physiology, 
procedures available on Fvolve are referenced 
with icons in the margins where applicable. 


IBN. Video clips portraying patient assessment, vag- 
inal birth, and cesarean bírth available on Evolve are 
referenced with icons in the margins where applicable. 


UNIT! Social and Family Dynamics, 1 
1 Contemporary Maternity Care, Family, and 
Cultural Considerations, 1 
Maternity Nursing Care, 1 
Definition and Goals, 1 
Current Trends, 2 
Healthy People 2020, 5 
Standards of Care, 5 
National Patient Safety Goals, 5 
Quality and Safety Education for Nurses 
(QSEN),7 
The Nursing Process, 9 
Critical Thinking, 9 
Using Critical Thinking to Improne Test 
Scores, 11 
Culture, 11 
Family, 13 
Family Types, 13 
The Role of the Family in Health Care 
Delivery, 13 
Complementary and Alternative Therapies, 14 
2 Reproductive Anatomy and Physiology, 16 
Puberty, 16 
The Male, 16 
The Female, 16 
Female Reproductive System, 17 
External Genitalia; Vulva, 17 
Internal Reproductive Organs, 18 
Pelvis, 20 
Endocrine System and Female 
Reproduction, 22 
Male Reproductive System, 23 
External Male Genitalia, 23 
Internal Male Structures, 24 
Endocrine System and Male 
Reproduction, 26 
Spermatogenesis, 26 
Physiology of the Sex Act, 26 
Physiology of the Male Sex Act, 26 
Physiology of the Female Sex Act, 27 


UNIT Il Development of the Fetus, 29 
3 Fetal Development, 29 
Genetics, 29 


Chromosomes, 29 

Cell Division and Gametogenesis, 30 
Genes, 30 

Sex Determination, 31 


Beginning of Embryonic Development. 31 
Fertilization, 31 
Implantation, 31 
Embryonic Cell Differentiation, 32 
Fetal Membranes and Amniotic Fluid, 32 
Placenta, 33 
Placental Functions, 33 
Umbilical Cord, 35 
Circulation Before and After Birth, 35 
Fetal Development, 36 
Multifetal Pregnancy, 37 
Monozygotic Twins, 37 
Dizygotic Twins, 37 


UNIT iN Pregnancy, .... 
4 Physiologic and Psychological Changes During 
Pregnancy, 43 

Terminology, 43 
Profile of Previous Obstetric History, 44 

Determining Dote of Birth, 44 

Signs of Pregnancy, 44. 

Physiologic Changes in Body Systems, 45 
‘Changes in the Endocrine System, 46 
Changes in the Reproductive System, 49 
Changes in the Cardiovascular System, 50 
Changes in the Respiratory System, 51 
‘Changes in the Gastrointestinal System, 52 
Changes in the Renal (Urinary) System, 52 
Changes in the Integumentary and Skeletal 

Systems, 53 
The Effect of Pregnancy and Lactation on 
Medication Ingestion, 54 

Psychological Changes During Pregnancy, 55 
Body Image, 55 
Developmental Tasks, 56 
Responses to Pregnancy, 56 

5 Health Care and Fetal Assessment During 
Pregnancy, 61 

Preconception Care, 61 

Prenatal Care, 61 

Collaborative Care, 62 

Cultural Competence. 62 

Prenatal Visits, 62 
Initial Health and Social History, 63 
Physical Examination, 64 
Subsequent Visits, 64 

Prenatal Fetal Assessment, 64 
Diagnostic Techniques and Nursing 

Considerations, 64 


xv 


we 


Feychologial невен tö Diagnostic 


Testing, 
Patient Teaching 78 Self-Care and Common 
Discomers of Pregnancy, 66 


тума Ay and Exercise During 
Pregnancy, 69 


Sexual Activity During Pregnancy, 76 

Donching, 77 

Clothing, 77 

Breast and Nipple Care, 78 

Dental Care, 78 

Immunizations During Pregnancy, 78 

Employment During Pregnancy, 79 

Travel During Pregnancy, 79 

Effect of Pregnancy оп Medication 
Metabolism, 79 


Danger Signs, 80 
Weight Gain and Fetal Growth, 80 
Nutrition, 80 
Food Guides, 81 
Nutritional Requirements During 
Pregnancy, 81 
Foods to Avoid During Pregnancy, 84 
Recommended Dietary Allowances and 
Dietary Reference Intakes, 84 
Pica, 84 
Nutrition and the Pregnant Adolescent, 84 
Education for Childbirth, 84 
Breathing Patterns Used During Labor, 86 
Natural Childbirth, 87 


UNIT ТУ Labor and Birth, 91 


6 Process of Normal Labor, 91 

The Process of Labor, 91 

Major Variables in the Birth Process, 92 
Pelvis, 92 
Passenger, 92 
Powers: Uterine Contractions, 05 
Psyche, 98 

Events Before the Onset of Labor, 98 
Lightening, 98 
Vaginal Discharge (Bloody Show), 98 
Energy Spurt 98 
False Labor, 98 
Spontaneous Rupture of Membranes, 99 

Labor, 99 
Mechanisms of Labor, 99 
The Four Stages of Labor, 101 

Physiologic Changes in Labor, 102 

7 Nursing Care During Labor, 106 

Birth Settings, 106 
In-Hospital Birthing Rooms, 107 
Freestanding Centers (Out-of-Hospital 

Birthing Centers), 107 

Home Birth, 107 

Cultural Considerations, 107 


Care Management, 110 


Care Plan, 113 
Data Collection and Admission, 
Procedures, 113 
Nursing Care of Patient in False Labor, 115 
Focused Data Collection for First and Second 
Stages of Labor, 116 
Monitoring Fetal Heart Rate, 116 
The Nurse's Role, 120 
Types of Electronic Fetal Monitoring, 121 
Fetal Pulse Oximetry, 125 
Monitoring Uterine Contractions, 125 
Determining Fetal Position by Abdominal 
Palpation, 127 
Monitoring Status of Amniotic Fluid, 127 
 Amnioinfusion, 127 
Physical Care and Psychological Support During 
Labor and Birth. 129 
The Nurse's Role, 129 
Supporting the Partner, 129 
The Doula, 132 
Teaching, 132 
Water Birth, 132 
Provision of Care During the Four Stages of 
Labor, 133 
Birth, 133 
Delivery, 134 
Expulsion of Placenta, 134 
Immediate Recovery Period, 136 
Phase 1: Immediate Care of the Newborn, 138 
Nursing Care of the Newborn in the Delivery 
Room, 139 
Umbilical Cord Blood Banking, 142 
Phase 2 and Phase 3: Care of the Newborn, 143 
Emergency Delivery by the Nurse (Without a 
Physician or Nurse-Midwife), 143 
8 Management of Pain During Labor, 147 
Pain Management, 147 
Standards of Pain Management, 147 
The Unique Pain of Labor, 147 
Factors That Influence Labor Pain, 148 
Gate Control Theory, 148 
Chemical Factors, 148 
Nonpharmacologic Pain Control Strategies, 148 
General Comfort Measures, 149 
Cognitive Stimulation, 150 
Cutaneous Stimulation, 150 
Thermal Stimulation, 150 
Breathing Techniques, 150 
Relaxation, 151 
Hypnosis, 151 
Pharmacologic Pain Control Strategies, 151 
Physiology of Pregnancy and Its Relationship 
to Analgesia and Anesthesia, 151 


Advantages of Pharmacologic Methods, 151 
Limitations of Pharmacologic Methods, 151 
Analgesia, 152 
Sedatives, 152 
Adjunctive Drugs, 152 
Anesthesia, 153 
The Nurse's Role in Pharmacologic 
Techniques, 185 


UNIT М The Newbom, 159 


9 Physiologic Adaptation of the Newborn and 
Nursing Assessment, 159 
Adjustment to Extrauterine Life, 159 
Respiratory and Circulatory Function, 160 
Body System Adaptations and Functions, 162 
Nursing Assessment of the Newborn, 167 
General Appearance, 167 
Vital Signs, 168 
Assessment of Physical Characteristics, 170 
Estimation of Gestational. Age, 173 
Behavioral Assessment, 173 
Neurologic Assessment, 179 
Screening, 179 
10 Nursing Care of the Newborn, 184 
‘Three Phases of Newborn Care, 184 
Phase 1 Care: Nursing Interventions, 184 
Clamping the Umbilical Cord and Cord 
Care, 184 
Identification and Security, 186 
Birth Certificates, 187 
Thermoregulation, 187 
Administering an Intramuscular 
Injection, 188 
Prophylactic Eye Care, 188 
Phase 2 Care: Routine Nursing Interventions, 188 
Weighing and Measuring, 188 
Protection From Infection, 190 
Assessing and Managing Pain in the 
Newborn, 190 
Promotion of Safety, 190 
Facilitation of Parent-Newborn Attachment 
and Nursing Interventions, 191 
Phase 3 Care, 192 
Parent Education, 192 
Cultural Beliefs and Practices in Newborn 
Care, 198 
Discharge and Follow-Up Care, 198 
11 Newborn Feeding, 204 
Cultural Influences, 204 
Maternal Nutrition During Lactation, 206 
Physiology of Lactation, 206 
Breast Milk, 207 
Breastfeeding, 208. 
Preparing the Breasts, 208 
Frequency and Length of Feedings, 208 
Teaching Feeding Techniques, 209 


o 

Special Breastfeeding Situations, 213 

Contraindications for Breastfeeding, 216 
Formula Feeding, 216 

Types of Formulas, 219 

Formula Preparation, 219 

Teaching Bottle-Feeding Techniques, 221 
Discharge Planning, 222 


UNIT VI Postpartum Assessment, 
12 Postpartum Assessment and Nursing Care, 224 
Goals of Postpartum Care, 224 
Physiologic Changes and Nursing 
Interventions, 226 
‘Changes in the Reproductive System, 226 
‘Changes in the Musculoskeletal System, 22 
Changes in the Cardiovascular System, 230 
Vital Signs, 232 
Changes in the Urinary System, 232 
Changes in the Gastrointestinal System, 232 
‘Changes in the Nervous System, 233 
Changes in the Integumentary System, 233 
‘Changes in the Endocrine System, 233 
Weight Loss, 233 
Psychological Changes and Nursing 
Interventions, 234 
Phases of Maternal Adapiation, 234 
Attainment of the Maternal Role, 234 
Postpartum Blues, 234 
Care Management After Delivery; 236 
Cultural Considerations, 237 
Postpartum Check; 259 
Ambulation, 240 
Postpartum Chill, 240 
Promoting Comfort, 240 
Family Adjustment and Development of 
Attachment, 241 
Partner Bonding, 241 
Sibling Adjustment, 242 
Grandparent Involvement, 242 
Promoting Parent-Newbor Bonding, 242 
Early Discharge Planning and Health 
Promotion, 243 
Resumption of Normal Activities, 245 
Resumption of Sexual Intercourse, 245 
Postpartum Fatigue, 245 
Family Planning, 245 
Postpartum Exercises, 245 
Special Immunizations, 246 


UNIT vn Complications of Childbearing, 249 
15. Health Brobfems Compllating Pregnancy, Mà 
Effects of a High-Risk Pregnancy an 
Family, 250 
Disruption of Usual Roles, 250 
Financial Difficulties, 250 


pers 


м 


Delayed Attachment to the Infant, 250. 
Bleeding Disorders, 250 

Bleeding in Early Pregnancy, 20 

Abortion, 250 

Incompetent Cervix, 252 


Ectopic Pregnancy, 253 

Gestational Trophoblastic Disease, 254 

Bleeding in Late Pregnancy, 254 

Placenta Previa, 254 

Abruptio Placentae, 256 

Disseminated Intravascular Coagulation, 257 

Blood Incompatibility (Isoimmunization), 258 
Cardiovascular Disorders, 259 

Gestational Hypertension, 259 

Chronic Hypertensive Disease, 263 

Thromboembolic Disease, 265 

Heart Disease, 265 

Anemia, 266 
Gastrointestinal Disorder, 268 

Hyperemesis Gravidarum, 268 
Fndocrine Disorders, 268 

Diabetes Mellitus, 268 

Pregestational Diabetes Mellitus, 269 

‘Gestational Diabetes Mellitus, 271 
Infections, 272 

Urinary Tract Infections, 272 

Bacterial Vaginosis, 273 
Substance Abuse, 274 
Accidents During Pregnancy, 274 

Exposure and Pregnancy, 275 

Loss of Expected Birth Experience, 275 
Pregnancy Loss: Grief and Bereavement, 276 
Complications of Labor and Birth, 280 
Preterm Labor, 280 

‘Associated Factors, 281 

Signs and Symptoms, 281 

Assessment and Management, 281 

Nursing Care Related to Pharmacologic 

Therapy, 283 

Home Care Management, 283 
Premature Rupture of Membranes, 284 

Management, 284 


Possageway, 285 
Passenger, 286 
Psyche, 289 
Induction of Labor and Augmentation, 289 
Reasons for Induction, 289 
Methods of Induction, 289 
Episiotomy, 291 
Assisted Vaginal Delivery, 292 
Forceps-Assisted Birth, 292 
Vacuum Extraction, 292 
Postterm Labor and Birth, 293 
Precipitate Labor, 293 
Uterine Rupture, 293 


16 


17 


Hydramnios, 293 
Oligohydramnios, 204. 
Prolapsed Umbilical Cord, 294 
Amnioinfusion, 294 
Multifetal Pregnancy, 294 
Cesarean Birth, 295 
‘The Newborn at Risk: Conditions Associated 
with Gestational Age and Development, 303 
Gestational Age and Birth Weight, 304 
‘Small-for-Gestational-Age (SGA) 
Newborn, 304 
Large-for-Gestational-Age (LGA) 
Newborn, 306 
Postterm Newborn, 306 
Preterm Newborn, 308 
Common Problems of the Compromised 
Newborn, 313 
Retinopathy of Prematurity, 313 
Bronchopulmonary Dysplasia, 314 
Patent Ductus Arteriosus, 314 
Necrotizing Enterocolitis, 314 
Intraventricular Hemorrhage, 315 
Pain, Irritability, and Sedation, 315 
Developmentally Supportive Care, 315 
Complementary and Alternative Medical 
Therapy and the Preterm Infant, 317 
Home Care, 317 
The Newborn at Risk: Acquired and Congenital 
Conditions, 320 
Chromosomal Disorders, 321 
Down Syndrome, 321 
Inborn Errors of Metabolism, 322 
Phenylketonuria, 322 
Galactosemia, 323 
Hypothyroidism, 323 
Maple Syrup Urine Disease, 323 
Common Congenital Anomalies, 324 
Common Acquired Disorders, 324 
Hyperbilirubinemia (Physiologic Jaundice), 324 
Hyperbillrubinemia (Pathologic 
Jaundice), 329 
Hypoglycemia, 332 
Respiratory Disorders, 332 
Respiratory Distress Syndrome, 333 
Meconium Aspiration Syndrome, 334 
Persistent Pulmonary Hypertension of the 
Newborn, 335 
Transient Tachypnea of the Newborn, 335 
Infants of Diabetic Mothers, 335 
Neonatal Sepsis, 337 
Newborn with Effects of Maternal Substance 
Abuse, 337 
The Nurse and the Family of the Newborn at 
Risk, 337 
Discharge Planning and Home Care, 339 
Postpartum Complications, 343 
Postpartum Hemorthage: Overview, 343 


CONTENTS ui 


Early Postpartum Hemorrhage, 344 Treatment Regimens, 362 
Uterine Atony, 344 Prevention of STls, 362 
Trauma and Lacerations, 34 Contraception and Adolescents, 362 
Retained Placenta, 345 Elective Abortion, 363 
Hematoma, 345 Prenatal Programs Available to Adolescents, 363 
Late Postpartum Hemorrhage, 345 Community Responsibility, 363 
Subinvolution, 345 Overview of Issues in Obstetrical Home Care, 364 
Coagulation Pathology, 345 Home Care Settings, 364 
Disseminated Intravascular Coagulation, 345 Protocols and Tools, 365 
Von Willebrand's Disease, 345 Legal Issues, 365 
Anaphylactoid Syndrome of Pregnancy Alternative Health Care Practices, 365 
(Amniotic Fluid Embolism), 346 Home Pregnancy Tests, 365 
Interventions for Hemorrhage, 346 Prenatal Home Visits, 366 
Prevention of Hemorrhage, 346 Prenatal Care for Low-Risk Pregnancies, 366 
Faring aene andl он ЕЖЕН) Prenatal Care for High-Risk Pregnancies, 366 
Postpartum Hemorrhage, 346 Postpartum Home Visits, 366 
Thrombophiebitis and Thromboembolism, 349 Postpartum Care for Low-Risk Mothers, 366 
Pulmonary Embolism, 349 Home Care for Low-Risk Newborns, 368 
Postpartum (Puerperal) Infection, 349 Home Care for High-Risk Newborns, 368 
Endometritis, 350 Breastfeeding, 368 
Wound Infection, 350 The Homeless Mother and Newborn, 369 
Urinary Tract Infection, 351 Coats of Early Discharge and Home Care, 370 
Mastitis, 351 Healthy People 2020, 370 
Gestational Diabetes, 352 
Postpartum Sexual Dysfunction, 352 
Postpartum Blues and Depression, 352 UNIT IX Other Reproductive Issues, 7 ) 
Postpartum Blues, 352 19 Family Planning and Infertility, 372 
Postpartum Depression, 352 Family Planning, 372 
Postpartum Psychosis, 353 Reversible Contraception, 372 


Natural Methods, 373 
Mechanical Barrier Methods, 374 


UNIT vn Community-Based Caro, 355. Hormonal Contraceptives, 378 
18 The Pregnant Adolescent and Maternity Emergency Contraception, 280 
Nursing in the Community, 355 Adverse Effects of Oral Contraceptives, 381 
The Adolescent as Obstetric Patient, 355 Ongoing Research, 381 
Adolescent Development, 355 Least Effective Methods of Contraception, 38) 
Early Adolescence: Ages 10 to 13 Years, 356 Coitus Interruptus (Withdrawal), 381 
Middle Adolescence: Ages 14 to 16 Years, 356 Postcoital Douche, 38 
Late Adolescence: Ages 17 to 20 Years, 356 Breastfeeding, 381 
Adolescent Pregnancy, 357 Permanent Contraception, 281 


Influences on Sexual Behavior, 357 
Prevention of Adolescent Pregnancy, 358 
Confidentiality and the Adolescent, 358 

y and the Adolescent, 358 
Termination of Education, 359 
Adolescent Fathers, 359 

Nursing Care of the Pregnant Adolescent, 360 
Antepartum Care of Adolescents, 360 
Care of the Adolescent During Labor and. 

Delivery, 360 


Legal Aspects, 381 

Male Sterilization, 382 

Female Sterilization, 382 

Nursing Responsibilities, 382 
Infertility and Therapies to Facilitate 

Pregnancy, 383 

Definitions of Fertility and Infertility, 383 
Cultural and Religious Considerations, 383 
Factors Related to Fertility, 384 

Сона! Frequency, 384 


Care of the Postpartum Adolescent, 360 Age, 384 
Adolescent Parenting, 360 Smoking. 384 
Urinary Tract Infections and Sexually Exercise and Weight Loss, 384 
‘Transmitted Infections in Adolescents, 361 Diet, 384. 
Urinary Tract Infections, 361 Stress, 384 


Sexually Transmitted Infections, 361 
Diagnostic Tests, 361 


Medical Conditions, 384 
Use of Drugs and Chemicals, 384 


D o 


21 


Male Infertility, 385 

Infertility Management Programs, 385 
Assisted Reproductive Technology, 385 
Complementary and Alternative Medical 

Therapy for Infertility, 287 
Role of the Nurse in Contraception and 
Infertility, 387 

Women's Health Issues, 390 

Women’s Health Care, 390 

‘Smoking and Health, 391 

Toxic Shock Syndrome, 391 

Premenstrual Syndromes, 392 

Dysmenorrhea, 392 

Menstrual Irregularities (Dysfunctional 


Menopause, 393 
Pelvic Floor Dysfunction, 394 
Osteoporosis, 394 
Benign Breast Disorders, 395 
Screening Tests for Cancer Detection, 398 
Papanicolaou Test, 395 
Vulvar Self-Examination, 395 
Breast Self-Examination, 395 
Mammography, 397 
Breast Cancer, 397 
Risk Factors, 397 
Endometriosis, 398 
Douching, 398 
Pelvic Inflammatory Disease, 300 
Violence Against Women, 399 
Rape Trauma Syndrome, 399 
Hepatitis, 400 
Sexually Transmitted Infections, 400 
Human Papillomavirus (НРУ), 404 
Prevention of Sexually Transmitted 
Infections, 404 
Complementary and Alternative Therapies, 407 
Terminology, 407 
The Changing Health Care Environment, 408 
Historic Context, 408 
Federal Regulations, 408. 
Nursing Acceptance of Complementary and 
Alternative Therapy Modalities, 408 


Selected Complementary and Alternative 
‘Therapies, 409 

Acupressure, 409 

‘Acupuncture, 409 

Aromatherapy, 410 

Biofeedback, 411 

Hypnosis, 411 

Transcutaneous Electrical Nerve 
Stimulation, 412 

Visualization and Guided Imagery, 413 

Expressive Therapy and Sound Therapy, 413 

Hydrotherapy, 413 

Homeopathy, 414 

Massage and Touch Therapy, 414 

Reflexology, 415 

Yoga, 415 

Magnet Therapy, 417 

Herbal Medicine, 417 

Nutrition, 418 


Appendix A The Joint Commission's Lists of 
Dangerous Abbreviations, Acronyms, and 
Symbols, 420 

Appendix B Commonly Used Abbreviations in 
Maternity and Pediatric Nursing, 421 

Appendix С Common Phrases for Maternity and 
Pediatric Nursing with Spanish Translations, 422 

Appendix D Multilingual Glossary of Symptoms, 425 

Appendix E Conversion Tables, 428 

Appendix F Selected Maternal and Newborn 
Laboratory Values, 429 

Appendix G Answers to Review Questions for the 
NCLEX™ Examination, 430 


Bibliography and Reader References, 432 
Illustration Credits, 442 

Glossary, 445 

Study Guide, 473 


Jnit 7 


Objectives 

4. Define key terms listed, 

2. Compare мо current birth settings for women. 

3. Review how technology and research have influenced 
‘matemalintont care. 

44, Discuss the Human Genome Project in relation to the 
development of gens therapy, 

5. Contrast a nursing care plan win а cinica pathway. 

6. identify the role of the nurse in the community-based 
seting. 

7. State the influence of the federal government on 
maternity care. 

%, List two reasons trat statistics are important in 
maternal-infant caro. 

a Discuss how standards of care infuence nursing. 


Key Terms. 

alternative therapies (p. 14) 
birthing centers (p. 2) 
certified nurse-midwives р. 3) 
clinical pathways (p. 3) 
collaborative care ip. 3) 
‘complementary therapies (p. 14) 
critical thinking (o. 9) 
culture (p. 11) 
documentation (0. 8) 
‘evidence-based practice (р 8 


10. Explain evidence-based practice. 

^. Recall three major components of communication 

12. Recognize tna importance of documentation 

13. ilustrate the HIPAA rights of patents. 

14, Discuss the fve steps in the nursing process. 

15. Define critical thinking and lustrate ts use in nursing a 
in test taking 

18. Discuss how examining one's own culture can affect t 
care of a patent during the labor and delivery process 

T. Contrast defining characteristics of four family types. 

18. Contrast complemontary and altermative health care wi 
‘conventional haath care 

19. lustrate the role of tne пуле in altemative or 
complementary heath care. 


family (p. 13) 

integrative health care (р. 14) 

managed care ip. 3) 

 matemity nursing care (о. 1) 

nursing care plans (o. 9) 

nursing process (о. 9) 

Quality and Safety Education for Nurses (QSEN) (р. 7) 
‘standards of care (р. 5) 

variances ip. 4) 


MATERNITY NURSING CARE 
DEFINITION AND GOALS 


Maternity nursing care is viewed as the care, support, 
instruction, and health promotion given by the nurse 
to the expectant woman, partner, and family during 
pregnancy, during labor, and after birth (the post- 
partum period). Maternity nursing is unique in that, 
for 9 months of pregnancy through birth, the care- 
giver's attention is focused almost equally on two 
people: the expectant mother and the fetus or new- 
born infant, In principle and practice, maternity 
nursing emphasizes the integrity of the family unit 
and considers childbearing to be a normal physio- 
logic process. Wellness is an overriding concern, 


with symptoms and complications being treated 
they occur. 

The strength of a society rests on the health of 
mothers, infants, and families. The nurse's investme 
in health promotion during the childbearing proce 
can make a significant difference, not only for wom 
and their infants, but also for society. 

The goal of maternity nursing care is for the expt 
tant woman’s pregnancy, labor, and birth to be as u 
eventful (normal) as possible, with the additional ge 
of ensuring the well-being of the newborn infant. 
addition, most health care consumers want a satis! 
ing, family-centered, and meaningful experience tt 
meets their needs and expectations. More speci 
goals of maternity nursing care are found in Box 1- 
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* Ensure the health of the woman during pregnancy, labor; 
binh. and the postpartum perc. 

* Help the expectant woman view pregnancy, labor, and. 
brth as normal physiologic processes 

-+ Provide adequate support to make pregnancy a positive, 
gratliying experience. 


* Provide adequate instruction to the expectant women 
during pregnancy, labor, bith, and the postpartum period. 

* Be sensitive to the expectant woman's social, spiritual. 
‘and economic needs. 

* Assist in the early detection of deviations from the normal 
process of fetal development and matemai health. 

* Encourage the parent«newbom attachment process. 


CURRENT TRENDS 


Birth Settings 

Health care consumers expect their childbirth experi- 
ence to occur jn “natural” surroundings. To meet this 
expectation, many hospitals have developed modified 
birth settings. The most common is the labor, delivery. 
and recovery (LDR) room, where normal birth and 
recovery take place in one setting. The woman may 
be transferred to a postpartum unit, but the newborn 
will usually remain with her. Some hospitals offer 
rooms in which women can remain throughout the 
postpartum experience (a labor, delivery, recovery. 
and postpartum [LDRP] room), In these settings, the 
family is encouraged to stay with the mother over- 
night, and nursing and medical care is available if an 
emergency arises, In addition, breastfeeding is encour- 
aged, and the mother and father (or partner) are en- 
couraged to bond with the new infant. 

Freestanding birthing centers are an alternative for 
patents seeking а homelike atmosphere. Some of these 
settings have conveniences, such asa kitchen for family 
members, but many freestanding birthing centers do 
not have adequate technology and medical care readily 
available if complications to the mother or fetus arise. 

Federal legislation has been passed that enables 
women who have a vaginal birth to stay in the birth 
facility for 24 to 48 hours and women who have a 
cesarean birth to stay for 72 hours. Home births in 
the United States represent only a small number of 
births because malpractice insurance for midwives 
attending home births is expensive and difficult to 
obtain. Many midwives have moved their practice to 
hospitals or birthing centers. 


Technology and Maternity Care 

Technologic advances such as high-flow oxygen venti- 
lation machines, 3-D ultrasonography, and genetic test- 
ing have enabled many infants lo survive who years 
ago might have died. Intrauterine fetal surgery is being 
performed on a more routine basis (Figure 1-1), and 


FIQURE 1-1 Fetal surgery can be performed to correct 4 congenital 
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high-risk prenatal clinics and neonatal intensive care 
units (NICUs) provide care that the at-risk fetus and 
preterm infant need to survive. Chromosomal studies 
and biochemical engineering have made the identifica” 
tion of congenital anomalies and genetic counseling 
available to families who are at high risk for particular 
conditions. Cord blood, which is rich in stem cells, can 
be taken from а newborn at birth, This blood can be 
banked or stored for later use if certain disorders arise. 


Human Genome Project 
The Human Genome Project is an international effort 
to identify and "map" all genetic material present in 
the human body. The genes responsible for diseases 
such as cystic fibrosis, fragile X syndrome, and breast 
cancer have been isolated and identified. The findings 
of the Human Genome Project may enable gene ther- 
apy to replace missing genes or alter defective genes, 
thus eliminating the cause of many genetic disorders. 
The technique of inserting new or replacement genes 
into the human body has been developed, but social 
issues still need to be resolved before it becomes a 
routine medical practice, 


Gender Selection 
Gender selection itself is not a new practice. Pregnan- 
cies have been terminated when the sex of the fetus 
was not the “right one,” and some newborns have been 
abandoned ог killed if they were not of the desired sex. 
The ability to determine and select the sex of the fetus 
before conception places an end to inhumane practices, 
but the impact on the population and society needs to 
be more fully researched. Gender selection of the fetus 
can be accomplished by sperm separation. For exam- 
ple, sperm carrying the Y chromosome can be identi- 
fied and used for the fertilization of an ovum to 
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produce a male child. A couple may desire а child of a 
specific sex to avoid passing on a genetic disorder that 
affects a specific sex only or because the couple already 
has several children of one sex and now wants a child 
of the opposite sex. Moral and ethical issues abound 
with this technology, 


Global Genetics Therapy 
According to the World Health. arse m 
more than 7 million children throughout the 
аге born annually with severe. cs ا‎ 
defects, with 90% occurring in developing countries 
(Callister, 2006), It is known that specific cultural and 
ethnie groups and specific geographic locations are as- 
sociated with specific genetic disorders. For example, 
persons of African, Greek, Italian, and Middle Eastern 
ancestries may be at risk for inherited thalassemia, a 
type of anemia. The African ethnic group may be at in- 
creased risk for sickle cell anemia, and the Ashkenazi 
Jewish population may be at increased risk for inher- 
ited Tay-Sachs disease, Preconception genetic testing 
can reduce the occurrence of these genetic disorders, 
ànd, їп the near future, gene therapy may be able to 
treat many genetic defects. Newborn screening is 
already standard procedure in most countries. The in- 
tegration of genetics in general health care worldwide 
is a goal of the international health organizations, The 
WHO is helping develop standards and regulations to. 
deal with the social and ethical issues, including. 
informed consent and confidentiality. 


Providers of Maternity Care 
Maternal-newborn. health care professionals include 
cortified nurse-midwives (CNMs); registered profes- 
sional nurses who have completed an advanced 
program approved by the American College of Nurse- 
Midwives; and nurse practitioners, registered nurses 
who have completed a master's program, including 
the area of women's health, and are certified by a nation- 
al credentialing organization, such as the American 
Nurses Credentialing Center (ANCC). Obstetricians/ 
gynecologists are licensed physicians who have com- 
pleted a residency program that specializes in the 
diseases related to women and the care of pregnant 
Wwomenand their fetuses throughout pregnancy, labor, 
childbirth, and the postpartum period, Pediatricians 
are licensed physicians who have completed a resi- 
dency program that specializes in pediatrics and 
are responsible for the diagnosis, treatment, and 
well-being of infants and children, Neonatologists 
are pediatricians who have received additional pre- 
paration, training, and board certification in the care 
of neonates (newborns from birth to age 28 days). 
Several other health care professionals may assist in 
maternal-infant health care and in meeting the family's 
needs. Geneticists may provide testing and counseling 
for faciles at clk for enel determined disorders, 


Social workers may be asked to find assistance for 
families in financial need, Dietitians may educate 
the family about nutrition and infant feeding, Lactation 
specialists help new mothers initiate b 

Together, all of these health care providers work 
toward collaborative care. Collaborative care involves 
working together cooperatively, sharing the responsi- 
bilities for solving problems, and making decisions 
about patient care. The focus is on multidisciplinary 
core, which may include a licensed practical nurse/ 
licensed vocational nurse (LPN/LVN), registered 
nurse, physician, nutritionist, and social worker 
Collaboration among the health care team, the patient, 
and the family can increase the satisfaction among all 
participants, facilitate the provision of appropriate 
health care, and assist in meeting patient goals. Аз э 
part of this team, the nurse is a key member in making 
referrals to appropriate resources. 


Health Care Delivery Systems 
Tt is estimated that 15.9% of the US, gross domestic 
product was spent on health care in 2010. Thus, there 
has been concerted effort by the government. insurance 
companies, hospitals, and health care providers to 
control the ever-increasing costs of health care. One 
way that insurance companies and institutions have 
attempted to control these costs is through the use of 
diagnosis-related groups (DRGs), which is the basis of 
financial compensation through Medicare, in which а 
fixed amount of money is determined in advance for 
providing necessary services for specifically diagnosed 
conditions. If the hospital spends more un a patient than 
the specific diagnosis allows, the hospital typically ab- 
sorbs the excess cost, If the hospital spends less than 
what iê allowed for а patient with a specific diagnosis 
the hospital usually keeps the profit This type of plar 
provides incentives to decrease the average length or 
stay in the hospital, thereby reducing the cost of service 


Managed Care, Some health insurance companie 
have examined the cost of health care and institutet 
а health care delivery system called managed tare 
Examples of managed care organizations are healt) 
maintenance organizations (HMOs), which provid 
total health care for members, Most of the cost saving 
come from efforts to reduce hospitalization days an 
hospital admissions, Preferred provider organization 
(PPOs) contract with a network of providers (phys 
cians and hospitals) to provide services ata discounte 
rate to members. Patients may use non-PPO provider 
but they must pay those expenses vut of pocke 
Monthly payment premiums ате required in manage 
care health plans, 


Clinical Pathways. Clinical pathways are also known 
care paths, care maps, case management plans, core 
mated care plans, clinical guidelines, and outcum 
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management. Clinical pathways are maps of collabora- 
tive care given by the interdisciplinary health care 
team. The pathways are designed from evidence-based 
standards of care concerning the expected progress 

and timelines for specific patient diagnoses, This 
approach provides research-based care rather than 
tradition-based care. Clinical pathways include inde- 
pendent nursing assessments, teaching, and interven- 
tions; medical orders given by physicians or other 
health care providers, such as nurse practitioners; 
and recommendations by nutritionists, social workers, 
or other community agencies involved in the patient's 
care. These pathways also provide information regard- 
ing the patients expected progress each day. 

Ву stating the specific care and progress of a patient. 
within a specified timeline that is related to a planned 
outcome, health care providers can clearly identify and 
address any deviations. These deviations from the 
expected timelines are called variances, If the patient's 
progress is slower than expected or the outcome (goal) 
is not achieved within the set timeline, a negative 
variance occurs, and the length of stay in the hospital 
may be increased, Identification of variances helps 
nurses reorganize the care plan to meet individual 
patient needs, 

The use of clinical pathways improves the quality of 
care and reduces hospitalization time. Clinical path- 
жау» аге an essential component of managed care that 
promotes coordination of the health care team, result- 
Ing in high-quality patient care delivered in a more 
cost-effective time frame, The nurse documents the 
care on the clinical pathway and reports any variances 
to the charge nurse or physician, Selected examples of 
clinical pathways are presented in chapters concerning 
postpartum care, newborn care, and breastfeeding. 


Community-Based Nursing 

Nursing care within the community and in the home is 
nota new concept in maternal-child nursing. The work 
of Lillian Wald, founder of the Henry Street Settlement 
in New York City, brought home health care to poor 
children. Margaret Sanger’s work as a public health 
nurse provided care (or poor pregnant women and 
was the seed for the development of today’s Planned 
Parenthood programs. The community is now one of 
the major health care settings for all patients, and the 
challenge is to provide safe, caring, cost-effective, 
high-quality care to mothers, infants, and families. 
This challenge involves the nurse as a patient advocate 
in influencing the government, businesses, and the 
community to recognize the need for supporting 
preventive care of maternal-infant patients, thereby 
ensuring a healthy population for the future. 

The nurse must work with the interdisciplinary 
health care team to identify needs within the commu- 
nity and to create cost-effective approaches to compre- 
hensive preventive and therapeutic care. The nurse's 


role as an educator within the community is facilitated 
by the use of schools, churches, health fairs, Internet 
websites, and the media. Some registered nurses are 
branching out into the community as private practi- 
tioners, such as lactation consultants for new mothers. 
The nursing care plan is expanding to become a family 
care plan because the nurse provides care to the patient 
in the home. Creativity, problem solving, coordination 
of multidisciplinary caregivers, case management, as- 
sessment, and referral are just some of the essential 
skills required of a nurse providing community-based 
care to maternal-infant patients. 

Preventive care is only one aspect of current end 
future home care and community-based nursing, 
Therapeutic care is also provided їп the home setting, 
and the nurse must educate the family concerning 
monitoring, care, and need for professional referral 
when necessary. Specialized care such as fetal monitor- 
ing of high-risk pregnant women, apnea monitoring 
of high-risk newborns, diabetic glucose monitoring, 
heparin therapy, and total parenteral nutrition can be 
safely accomplished in the home setting, often with 
computer or telephone accessibility to а nurse case 
manager (see Chapter 18), 

The home health care team, as advocated by the 
American Academy of Pediatrics Comunittee on Chil- 
dren with Disabilities, includes a pediatrician, licensed 
nurses; occupational, physical, and respiratory thera- 
pists; speech therapists; home teachers; social workers; 
and home health aides. The American Academy of 
Home Care Physicians has expressed а medical com- 
mitment to the concept of home care for the future, 


Government involvement in maternal-newborn care is 
designed to reduce maternal and infant morbidity and 
mortality rates. The National Institutes of Health (NIH) 
supports and provides funds for maternity research 
and education, The Title V amendment of the Public 
Health Service Act established maternity-infant care 
centers in public clinics. Title XIX of the Medicaid pro- 
gram provides care for indigent women, The Center 
for Family Planning provides contraception informa- 
tion, and the Women, Infants, and Children (WIC) pro- 
gram provides supplemental food and education for 
those in need. The Medicaid program assists in fund- 
ing care for eligible women and children who cannot 
afford to pay health insurance premiums. 

Senators, representatives, and others jn the federal 
government designed a health care reform plan to 
reduce the cost of health care while making it more 
accessible to all. Nurses are involved in the health 
care reform movement as patient advocates to ensure 
that the patient receives high-quality care. Health 
insurance plays an important role in health care 
delivery. However, having health insurance has not 
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always assured access to appropriate care because the 
insurance company often had to approve the expendi- 
ture before the test or care was provided. Those families 
who cannot afford health insurance often did not seek 
preventive health care, such as prenatal care, infant im- 
munizations, and wi ‚ This can lead to 
а number of undiagnosed or improperly treated health 
conditions. These types of problems аге dealt with as 
health care reform evolves. 

The Heath Care Reform Bill of 2010 expanded cover- 
age to millions of Americans who were previously 
uninsured, Some provisions were immediately effective 
1n 2010, some will be effective in 2012, and all provisions 
will be fully effective by 2014. Children will not be 
denied insurance because of preexisting conditions 
and can stay on their parents’ policy until age 26. Pay- 
ment for the plan will come from a Medicare payroll tax 
оп investment income and some unearned income by 
2012 and a special 3.8% tax on individuals earning more 
than $200,000. In 2018, an excise tax will be paid by 
Insurance companies with high-end health care plans, 


Healthy People 2020. Healthy People 2020 ss the US. 
contribution to the WHO's Health for All plan. 
National health objectives аге periodically developed 
and published in a document titled, Healthy People, Each 
document is а decade-long action agenda with goals 
to improve the health of all Americans. Healthy People 
2020 (US. Department of Health and Human Services 
IUSDHHS], 2010) establishes national health goals 
and identifies the greatest preventable threats lo our 
nation’s health. The two main goals identified for 
2020 are to (1) increase years of healthy life and (2) elim- 
inate health disparities. These brosd goals are sup- 
ported by four subgoals, which are to (1) promote 
healthy behaviors, (2) protect health, (3) provide access 
to high-quality health care, and (4) strengthen commu- 
nity prevention and provide access to care, 

The USDHHS has developed national objectives 
covering all areas of health and the environment. 
Healthy People 2020 focuses on population-based health 
planning and stresses the importance of improving 
the public health infrastructure. State health depart- 
ments must assess their residents’ health status and 
the existing resources and provide this information 
to the USDHHS, The state and local communities use 
this information to develop action plans that contribute 
to families’ and individuals’ behaviors and lifestyles to 
achieve and maintain healthy lives. See Chapter 18 for 
а detailed listing of Healthy People 2020 goals relating, 
to maternal-newborn care. 


Statistics to Maternal and Newborn Care. 
Health professionals need to obtain information about 
the way maternity care is given and the outcomes of 
maternal and newborn care. One way they can do this 
is by looking at statistics (Table 1-1). In the United 


States, it is a legal requirement in all 50 states anc 
the District of Columbia to have a birth certificate 
completed for every infantbom alive. The birth certif 
icate is registered with the local government, anc 
а state report is ultimately sent to the National Office 
of Vital Statistics. These statistics are importan 
because they depict the health status of the nation’s 
women and children, This information helps the gov- 
ernment allocate resources to various identified needs 
The outcomes of pregnancies in different states and 
counties can be compared; these outcomes generally 
show that maternal and infant mortality rates fall when 
the overall health of the people improves, Current 
statistics show that health care improvement must be 
directed toward having healthy babies (Box 1-2). 


Standards of Care 

Standards of care establish minimum criteria for com- 
petent nursing care. They are designed to protect the 
public and are used to judge the quality of care pro- 
vided. Legal interpretation vf actions within the stan- 
dards of care is based on what a reasonable nurse 
with similar education and work experience would 
do in like circumstances. Sources that have provided 
standards of care include the American Nurses Associ- 
ation (ANA); the ANA Divisions of Practice; and orga: 
nizations such as the Association of Women's Health, 
Obstetric and Neonatal Nurses (AWHONN), The Joint 
Commission (TJC) (formerly the Joint Commission on 
Accreditation of Healthcare Organizations [JCAHO)) 
and federal and state governments establish minimum 
standards that hospitals must meet to receive accredi- 
tation, licensing, funding, and approval to continue 
providing patient care. 


National Patient Safety Goals. National Patient Safety 
Goals (NPSGs) established by the Joint Commission 
are updated annually and include: 

* Ensure accurate patient identification with a min 
imum of two identifiers, such as name and date pl. 
birth, 

* Ensure effective communication among, сатен 
givers and a timely report of critical lest results, 

Improve the safety of medication labeling with 
name, expiration date, strength, etc. 

Reduce health-care-associated infections, Use 
the Centers for Disease Control and Prevention 
(CDC) hand hygiene guidelines. 

Provide medication reconciliation protocols. 
Identify patients at risk for falls and self-harm. 
Use universal protocol for preventing wrong 
patient, site, or procedure for surgery 

Use list of "do not use" abbreviations. 
Encourage active patient involvement. 

Prevent pressure ulcers. 

Have organizations identify safety risks inherent 
in their patient population. 
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Birth Rate Statistics in the United States, 2002 to 2006—cont'd 
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Birth rate: Number of ie tirtha in 1 year per 1000 


population 

Infant mortality rate: Number of deaths of infante 
younger than 1 year per 1000 ive births 

Maternal mortality rate: Number of matemal deaths. 
pôr 100.000 live births that occur as a direct result 
О! pregnancy (including the 42-day postpartum period) 

Neonatal mortality rate: Number ot deaths of 
Infants younger than 28 days per 1000 live tur 


per year 

Perinatal mortality rate: Number of fetal deaths (20 
weeks’ gestation or more) and number of neonatal 
deaths per 1000 live births per year 

Fetal mortality rate: Number of lelai deaths (fetuses 
weighing 500 р [f b] or move) per 1000 уе binha. 
per your 

‘Stillbirth: A newborn who, at birth, demonstrates no signs. 
of life, such as breathing, heartbeat, or voluntary muscle 
movements 


The Institute of Medicine (IOM) established Quality 
and Safety Education for Nurses (OSEN) competencies 
for nurses, which are the basis of nursing knowledge, 
skills, and attitudes taught in schools of nursing. 
The broad competencies include patient-centered care, 
teamwork and collaboration, evidence-based practice, 
safety, and informatics. Details can be accessed at 
www.qsen.org (NLN, 2008). 

The emergence of technology in the hospital setting 
is thought to promote patient safety, and technologic 
tools are being integrated into the nursing process 
Information technology improves communication be- 
tween caregivers and prevents medication errors (The 
Joint Commission, 2010). Electronic health records start- 
ing in the prenatal ambulatory care setting provide a 
continuum of care record that is easily accessible 
at any point in the perinatal cycle by any member of 
the multidisciplinary health care team. A computerized 


‘medication reconciliation process and an “intelligent 
pump" can reduce medication errors and are in et 
rent use at many hospitals. Caution must be tak 
not to override any computerized system withc 
proper authorization. Some common acronyms us 
in information technology are shown in Box 1-3, 

Nurses are also responsible for practicing accordi 
to the accepted standards of their state, and nursi 
actions must meet the nurse practice acts of that sta 
The California Board of Vocational Nursing a 
Psychiatric Technicians (BVNPT) and the Natior 
Federation of Licensed Practical Nurses (NFLP 
are examples of organizations for LPNs/LVN«thatc 
scribe their role in clinical practice today. All nurs 
should familiarize themselves with their state's nur 
practice acts. 

Although some standards are not legally bast 
they carry important legal significance, A nurse w 
fails to provide the expected standards of care invi 
legal allegations of negligence or malpractice. T 
intent of standards of care, care plans, critical pai 
ways, and written procedures is to provide a meast 
against which a nurse can compare his or her practi 
assess patients’ responses, and compile the requir 
documentation that the appropriate care was pi 
vided, thus minimizing any legal and ethical probler 
that may arise, 


CPOE: Computerized provider order entry (physician's orda 
EHR: Electronic health record 

EMAR: Electronic medication administration record 
РОС: Point of care. 

PREC: Pump readable bar code 
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Documentation 


Forlegal purposes, ithe nurse does not document an inlever- 
tion, then the intervention was not done! 


Evidence-Based Practice. Evidence-based practice 
refers to the use of research data in the design of a care 
plan. AWHONN standards of practice in the care of 
‘women and newborns include an evidence-based ap- 
proach to practice. Nursing journals publish the results 
of studies about nursing practice, Evidence from these 
research studies is the basis of modifications in the ap- 
proach to care, procedures, and practices. The Cochrane 
Pregnancy and Childbirth Group disseminates reviews of 
current clinical research in maternal and child care. 


Communication 

Effective communication is an important nursing skill 
that ls essential in promoting positive interpersonal re- 
Jationships. Communication is the process of exchang- 
ing ideas, beliefs, thoughts, and feelings; it Involves 
both verbal and nonverbal language. Nonverbal lan- 
guage can be conveyed through symbols, actions, ges- 
tures, smiles, frowns, or body postures, 

‘Three major components of communication are lise 
tening, observation, and documentation. A good lis- 
tener can provide reassurance and respect. Through 
observation of words and nonverbal language, the 
nurse can pick up subtle cues of how the patient per- 
ceives the murse-patient relationship and mutual ex- 

of ideas. Therapeutic communication is a 
skill that is learned through practice. This level of com- 
munication requires the nurse to be open-minded, 
honest, and nonjudgmental. Reporting is a form of oral 
communication among health care workers that can 
summarize the status and care of patients, Status re- 
ports are usually given at the end of each shift to ensure. 
smooth continuity of care. Oral reporting enhances 
documentation found in the individual patient's chart 
but does not replace it. 


'SBAR. SBAR is a technique of structured communica- 
tion between health care team members that is design- 
ed to reduce errors of miscommunication, improve 
patient safety, and provide a more concise method of 
communicating to other health care providers about 
the patient's condition. This structured technique of 
‘communication can be used at the shift change report, 
during the transfer of patients, or during the reporting, 
of a critical change of condition to the health care 
provider, It includes: 
Situation: Patient identification, vital signs, and 
mursing concerns 
Background: Patient's mental status, skin condi- 
Чоп, oxygen needs, and updated medications 
and critical laboratory values list 


Assessment: Description of nursing assessment of 
‘the patient 
Recommendations: Health care provider's response 
to the report received 
The SBAR communication tool is in compliance 
with The Joint Commission Patient Safety Goals 
and is currently used in many hospitals across the 
country. 


Documentation. Documentation in nursing is the writ- 
ten communication of nursing care in the form of chart- 
ing, recording, and reporting, Nursing notes and flow 
sheets may be used. Standardized nursing notes are 
becoming more common in hospital settings, espe- 
cially in a 24-hour flow sheet format. Computerized 
documentation in the form of clinical record systems 
is also used. Documentation is important because it 
verifies nursing interventions, patient responses, and 
the involvement of the multidisciplinary health care 
team in the provision of patient care. Accurate and 
detailed documentation helps identify whether stan- 
dards of care are met and often provides a basis of legal 
protection for the nurse when quality of care is 
challenged. 


Patient Privacy and HIPAA Rights. Patient privacy 
15 protected by federal law and regulated by accredit- 
ing agencies. The Privacy Act of 1974 required that à 
patient's consent be obtained before any identifying 
information such as a name, Social Security number, 
or diagnosis is disclosed from the medical records, 
The Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) required more detailed protection 
of patient privacy. The Joint Commission also requires 
that strict standards be adhered to concerning the 
patient's right to privacy (TIC, 2010), 

Names of patients must not be posted where they 
are visible to the public. This includes placing card 
inserts on newborn bassinettes that contain the infant's 
name, sex, and personal information when the new- 
born nursery has a viewing window available to the 
public. Nurses must not discuss patients outside of 
the hospital or in elevators, and information on written 
care plans taken out of the hospital by nursing students 
must not contain patients’ identifying information. All 
patients have а right to privacy, and the nurse must 
protect that cight. 


Confidentiality е 

HIPAA regulations mandato inet the names and personal infor- 
mation of patients be kept im a secure and private place. Nurses 
‘end other saith care parsone! must mai tai strict contidan- 
tialty conceming all patient information. The 2009 HITECH 
Salon 1o the regulations includes tne management of access 
10 aloctronic medical records. 
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The nursing process isa method that applies patientand 
nursing responses based on a structured problem- 
solving approach to a clinical situation. It provides a 
way to use clinical judgment to recall facts and apply 
the information to meet individual needs of patients 
or provide a method of comprehensive nursing care. 
Nursing care plans that use the nursing process are i 
cluded in many chapters in this book, and nursing diag- 
noses approved by NANDA International (NANDA-1) 
are found on theinsidebackcover of this book. A nursing 
diagnosis differs from a medical diagnosis (Table 1-2). 
Terminology common to nursing is listed in Box 1-4. 
The nursing process follows five steps that have been 
Internationally accepted (Nursing Care Plan 1-1); 
1. Assessment: Collecting objective and subjective 
patient data 
2 Diagnosis: Identifying problems or potential 
problems, validating them through a process 
called critical thinking, and grouping them as 
nursing diagnoses 
Planning: Planning care for the problems that 
were identified, which are stated in specific, indi- 
vidualized, measurable goals 
Implementation: Carrying out specific interven- 
tions necessary fo achieve the desired outcomes 
ог goals (putting the plan into action) 
i. Evaluation: Determining how well the plan 
worked and, if necessary, modifying the plan 
accordingly to meet the goals and outcomes 


^ 


CRITICAL THINKING. 


Nurses have job-specific knowledge and skills they in- 
corporate into their daily nursing practice by applying 
thought, Geneval thinking involves random or 
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of activities may be needed to implement an. 
intervention, 
Nursing diagnosis: А clinical judgment about a patient's 


these Writations. For examples an LPN/LVN cannot 
perform surgery; thal actuity ів within the scope of a 
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memorized thoughts. An example of general thinking 
would be memorizing the steps in a clinical procedure 
or skill. Critical thinking, however, is purposeful, goal- 
directed thinking based on scientific evidence rather 
than assumption or memorization, 

The way a nurse solves the problems of a patient is 
not always found in а textbook or in class lectures, 
Sometimes the nurse must consider factors that are 
specific to the individual patient or affected by an indi- 
vidual situation. For example, the cultural background. 
of the patient or the age of the patient influences the ef- 
fectiveness of a given intervention. If the problem is а 
protein deficiency, and the nurse selects the interven- 
tion to teach the importance of meat in the diet, the 
intervention will be ineffective and will not have a 
positive outcome if this patient is a vegetarian, because 
meat will not be eaten. Thus, critics! thinking must enter 
the picture for optimum nursing care {о be provided. 
Critical thinking entails applying creativity and inge- 
muity to solve а problem: combining basic standard 
principles with data specific to the patient. The basic 
steps in preparing a care plan involve eritical thinking, 

Evidence-based starts when the nurse uses 
the best evidence obtained from current, valid, pub- 
lished research. When the nurse combines that informa- 
Чоп with his or her critical thinking process and 
experiences and patient needs, itis then possible to plan 
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22-year-old woman, para 0 gravida L is admitted to the labor room in active early labor, Her partner is with her, and they do 


mot speak English. 


Selected Nursing Diagnosis 
repaired verbal communication related to language barriers 


Expected Outcomes Nursing Interventions 


Rationales 


Patient will have an opportunity Arrange for a family or staff member 
to share information and will interpreter as needed. 
state she understands what is 
explained to her. 


Clearly define instructions in woman's 
language of origin. 

Provide written nstictans in 
woman's langua never 
possible. ы 


lain the use and purpose of all 
PER UE ERU 


Interpreter can provide support for woman 
and help lessen her anxieties. Poor 
communication can result in time delays, 
errors, and misunderstandings of intent 

А shared language is necessary for 
communication to take place, 

Potient can review written instructions at а 
less stressful time. In some cases, it is 
тесеу to determine whether person 
can read. 


Education of fomily reduces anxiety and. 
provides family with a sense of control. 


with the effects or possible effects on 


the mother and fetus. 
Provide opportunities for clarification 


and questions. 


Selected 


Learning takes time; repetition of important 
material promotes leaming, Nurse can 
determine woman's understanding of 
information and clarify misconceptions. 


Nursing Diagnosis 
Compromise family coping related to isolation, different customs, attitudes, or beliefs 


Expected Outcomes 


Nursing Interventions 


Rationales 


Family members will state that 
they feel welcome and safe in 
the environment provided. 


Encourage orientation visit to the 
maternity unit before delivery 


Families who have clear, accurate. 
information can better partici 
and delivery. Viewing the deliv 
before using it decreases anxiety al 
unknown. 


te in Jabor 
ut the 


Inform families about routines, visiting Families have different expectations of the. 


hours, significant 
assist in labor. 


айма of ишу nd. 
them into nursi 
much as possible. 


Critical Thinking Questions. 


ons who can 
delivery, and 
location of newborn after delivery, 


care plans as 


health care system, They may hesitate to 

ask questions because of shyness or fear of 

"losing face.” 

md Clarification of culturally specific values and. 

te practices will avoid mbsunderstanding and 

йа with H nurse's value sytem o 
jursing care plans promote organizi 

‘of care and communication among staff 

members. 


1, The extended family ofa patient in the labor room requests permission to stay with the patient and the husband throughout 


labor. How should you respond? 


2. A patient admitted to the labor room refuses to let a male physician perform a vaginal examination. What should be the 


nursing role? 


safe, effective nursing care for the patient, Two nursing 
journals that focus on evidence-based practices in ma- 
ternal and child health are the Journa! of Obstetric. Gyne- 
cologic & Neonatal Nursing (JOGNN) and the American 
Journal of Maternal/Ckild Nursing (MCN). 

An example of critical thinking would be modifying 
the steps in a clinical procedure or skill so that the 


individual patient's needs are met, and the basic prin- 
ciples of the skill are not violated, With critical think- 
ing, problem solving is effective and problem prevention 
occurs. General thinking can occur naturally, but criti- 
cal thinking is a skill that must be learned. 

Because critical thinking is an active process, the 
regular use of critical thinking can assist in moving 
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general information into long-term memory and can 
increase creativity. Critical thinking skills help the 
nurse adapt to new situations that occur every day 
and aid in clinical decision-making about care, Critical 
thinking can improve the care that nurses give to pa- 
tients, improve test scores (through critical thinking 
about a scenario in the question), and improve work- 
ing conditions by enabling the nurse to analyze and 
find creative ways to improve existing policies and 
practices (Box 1-5). 


The Nursing Process and Critical Thinking 
The nursing process (assessment, diagnosis, outcomes. 
identification, planning, implementation, and evalua- 
tion) is a tool for effective critical thinking, When a 
пале шиш the nrg proce Tn сном thine 
а clinical Judgment can be made that is specific to 
the data collected and the clinical situation. In every 
clinical contact, a nurse must identify actual and poten- 
tial problems and make decisions about а plan of 
action that will result in a positive patient outcome, 
know the reason the actions are appropriate, differen- 
iate between those problems that the nurse can handle 
independently and those that necessitate contacting 
‘other members of the health care team, and prioritize 
those actions. 

Differentiating between actions that can be carried 
out independently and those requiring collaboration 
with other health care providers is based оп the scope 
of practice of the LPN or LVN. The scope of practice 
of the LPN/LVN is published by the state board of 
nursing. 


Using Critical Thinking to. Test Scores 

Attending class, reading the text, and studying are the 
basis of learning, and the evaluation of learning is 
achieved by testing. Weekly tests evaluate short-term 
learning. Final examinations evaluate long-term learn- 
ing or retention of learning. Retained learning is sub- 
ject to later recall and therefore is most useful in 
nursing practice afler graduation from nursing school 
Recalling facts that have been retained is what makes 
critical thinking in nursing practice possible. For a 
nurse to recognize or analyze abnormal findings, the 
normal findings must be recalled and used for com- 
parison. An intervention can then be formulated 


Using critical thinking in studying involves the 
following: 

1. Understanding facts before trying to memorize 
them 


2. Prioritizing information to be memorized 

3. Relating facts fo other facts (clusters, patterns, 
and groups) 

4. Using all five senses to study (read, write, draw, 
listen to fapes, and see pictures of symptoms) 

5. Reviewing before tests 

6. Reading critically (identifying key concepts end 
using critical thinking) when working with sam- 
ple questions during study 


CULTURE 


‘Culture is the body of socially inherited characteristics 
that one generation can hand down or tell to the next 
generation. It is shaped by values, beliefs, norms, 
and practices that are shared by persons of the same 
background. Culture guides thoughts and actions 
and becomes a patterned expression of what we are, 
As these expressions or traditions are passed down 
from one generation to the next, they become cultural 
values tat are preferred behavion. To Understand 

Љу patients respond as they do, a nurse must assess 
theke cultural background, 

The United States is a culturally diverse nation. It is 
estimated that by the year 2020, 40% of school-age chil- 
dren will be from nonwhite ethnic groups. Just as var- 
lations аге seen among cultures, variations exist within 
each culture, These variations often are related to social 
and economic factors and to education level, Attitudes 
about pregnancy and the sex of the child vary among 
cultures. in general, Hispanics and many Native 
Americans view pregnancy as a natural and desirable. 
experience. In these cultures, children are desired, 
Some cultures put a high priority on having a son, 
and the woman who gives birth to a son receives a 
higher status within the family. This is noticeably true 
in traditional Chinese families, Among Hispanics and 
other groups, having children is evidence of the male's 
virility and manliness. In some cultures, the grand- 
mother is expected to play a role in caring for the 
newborn. 

‘The effect of different cultures and individuality on 
health care delivery challenges nurses to reevaluate 
expectations of others. Nurses must first develop a 
cultural awareness, which is an understanding of the 
reasons that patients respond as they do related to 
cultural practices; and develop a cultural sensitivity 
to recognize practices and values that differ from their 
own; and only then can nurses develop cultural 
competence, that is, use skills and knowledge neces- 
sary to understand and appreciate cultural differences, 
and beable to adapt clinical skills and practices as nec- 
essary, Nurses who are interacting with expectant 
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families from a different culture or ethnic group can 
provide culturally sensitive nursing care by critically 
examining their own cultural beliefs; identifying. 
biases, attitudes, and prejudices; learning practices of 


birthmarks. 
Erni 
large babies with йс. 
Кан uen o d өзи ri htl 


Forres lt to the wil of God; thus prenatal 
саге may not be sought: they may have 
ome cures such as herbs, hot and 
cold foods. 

Pork, intoxicants, and ick drugs are 
avoided. 


Modesty is important. 


major cultures; and recognizing that ultimately it is 
the woman's right to make her own health care choices 
(Table 1-3). Issues related to culture are integrated in 
nursing care plans that appear throughout this book. 


They believe in het. Odd balance of health. 
Currents of air are thought dangerous (коор 


warm). 
Diet may be restricted to special foods; hot or 
warm prelarred 
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Pregnancy is considered state of 
wellness. 


Lower-income group may be passive. 
‘about prenatal care unti а crisis 


develops. 
‘Strong Kinship bond exits wth 
‘extended family. 
They may teat ness with home 
remedies. 
Old wives tales include the folowing: 
reaching up above head wil cause cord to 


Oll в put on baby's head and skin, 
Baty band is offen used to prevent umbilical 


hemia. 
Clothing for newborn tends to be excessive, 
Musim women, if possible, 
newboms. 


breastfeed their 


TTT 
Ке 


SUA муз win women ard ar 


FAMILY 

FAMILY TYPES. 

A family is defined by the U.S. Census Bureau asa group 
of two or more people who reside together and who are 
related by blood, marriage, or adoption (US. Census 
Bureau, 2004), This definition is workable for gathering 
comparative statistics; however, it is limited when 
assessing a family for health purposes because families 
can and do contain unmarried couples. Some define the 
family in a much broader content as “two or more peo- 
ple who live in the same household, share а common 
emotional bond, and perform certain interrelated social 
tasks” (Levine, Carey, & Crocker, 1999, p. 119). Nurses 
must be aware of and respect family types and values 
that differ from their own. Box 1-6 presents family 
types, along with some of their defining characteristics. 


THE ROLE OF THE FAMILY IN HEALTH 
CARE DELIVERY 


The role of the family in self-care and health care 
has influenced the way health care is provided in 
the United States. Since the 1960s, parents began lo 
expect to be part of the decision-making process 
and questioned routine care that excluded family 
members. Fathers waited in waiting rooms for news 
that their child was born. The father's presence in the 
labor and delivery room is now the norm. Visiting 
hours are liberal, and contact with the newborn is 
encouraged. It has been demonstrated that informed 
parents can make wise decisions about their own 
care during pregnancy, birth, and delivery if they 
ed and given professional 
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together 

Blended or reconstituted: A combination of iwo lantas 
with chikiran from опе or botn families: 

Cohabitating: An urynarried соцра Ing together (they 
тау have theirown chidren, children Kom previous 
Marriages. or adopted children. 

Communal: Several families ling together wno share 
responsiblities of work and cnid care. 

‘Extended: More than one generation, expanded to include: 
relatives outside of the nuclear famiy (е... 
Orandparents, aunts, uncles, and their fames] 

‘Same-sex: A gay or lesbian couple with or Without chidren 
чөл may be adopted, from previous relationships, or 
wtilicialy conceived) 

Never married, end separated, or 
Widower! mala or female who has atleast one chi 

‘Stopparent: A person who has marec в man or woman 

Who has at least one cht 


COMPLEMENTARY AND ALTERNATIVE THERAPIES 


Altornative therapies for health problems are treat- 
ments not typically recommended by health care pro- 
viders and differ from conventional or mainstream 
remedies. Alternative therapy does not rely on 
evidence-based practice, and some therapists are not 
state or nationally licensed or certified. 
Complementary therapies are nontraditional methods. 
used in conjunction with conventional therapy. The 


body is thought to have a self-healing ability that can 
be aided by complementary and alternative therapies 
commonly used alone or sometimes integrated with 
standard medical practice. Although nurses do not ad- 
vocate or discourage the use of specific health care prac- 
tices, knowledge of various types of complementary 
and alternative medicine (CAM) therapies can aid the 
nurse in identifying the reason the individual is using 
them and in recognizing a contraindication or inter- 
action with traditional medicine that may have been 
prescribed. 

Alternative and complementary therapies in 
health care are not new. The use of herbs and oils, 
therapeutic touch, and the treatment of forms of 
energy within the human body have existed for 
years, The shift toward self-care has increased the 
use of unconventional therapies. Today, commu- 
nity-based nurses will encounter some alternative 
health care practices involving patients who want 
increasing control over their health problems, wish 
lo bea part of the decision-making process, and want 
to incorporate these practices in their care. Integra- 
tive health care involves the use of both CAM treat- 
ments and traditional allopathic medicine tailored 
to meet individual needs in a safe, least invasive, 
and most cost-effective manner (Rakel, 2007), The 
NIH National Center for Complementary and Alter- 
native Medicine has classified alternative medicine 
into major categories. An overview of alternative 
and complementary health care practices is 
discussed in Chapter 21 


amir 


* Changes In childbirth practices have created a more 
homelike and family-centered approach to matemity саге, 

* Advances in technology have increased neonatal 
survival rates. 

* Technology in the hospital setting can promote patient 
safety. 


* The Human Genome Project identifies genetic materials. 
present in the body, Inserting missing genes or replacing 
defective genes may be a way to eliminate genetic 
disorders. 

* Major efforts by goverment, insurance companies, 
and health care providers to control health care costs 
have resulted in а decreased length of patients’ hospital 


stays. 

* Managed care is a health care delivery system designed to 
reduce health care costs. 

* Nursing care plans and clinical pathways provide a basis. 
for critical thinking and judgment that quide patient care 
toward positive outcomes. 


* Home- and community-based nursing includes preventive. 
саге and therapeutic management. 

* Statistics provide information about the outcomes of 
‘maternal-newbor care. 

* Standards of care establish minimum criteria for 
competent nursing care, Legal interpretation of actions 
based on standards of care determine what nurses are 
‘expected to до. 

* Evidence-based practice is the use of research data in Ihe 
design and implementation of a care plan, 

* Effective communication is an important nursing skill with 
three main components: listening, observing, and 
documenting. 

* Documentation can facilitate continuity of care, which can 
enhance patient outcomes and minimize legal problems. 

* The patient's right to privacy is protected by HIPAA; nurses 
тив! protect these rights. 

* Culture в ап organized structure that guides behavior for a 
particular group. Ìt is shaped by values, beliefs, and 
Practices shared by persons of the same background. 
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* There are many different family types. A family can be 
defined as two or more people who share а common 
‘emotional bond and relate to each other with specific. 
pattems of behavior, 

* Critical thinking is purposeful, goal-directed thinking based 
upon scientific evidence rather than on assumption or 
‘memorization. 

* Evidence-based practice occurs when the nurse uses the 
best evidence obtained from current, valid published 
research combined with critical thinking concerning 


unconventional ways to heal the body and are becoming 
acceptable to a larger percentage of the population. 
Although nurses do not advocate or discourage the use 
Biete гапы, t std Ue тормы 
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jor the NCLEX 
1. Federal legislation has been passed that enables women 
who have a cesarean birth to stay in the birth facility for: 


1. 24 hours. 
2. 4B hours 


Examination 


3. 72 hours 
4. 96 hours 


2. Individuals at increased risk for inherited Tay-Sachs 
disease are those in the: 
1. Ashkenazi Jewish population 
2. African American population 
3. Hispanic population. 
4. Greek population. 


3. The founder of the Henry Street Settlement in New York 
City, which brought home health care to poor children. 
was: 


5, Several families living together who share responsibilities 
‘of work and child care are called a(n): 


%. Complementary therapies can be described by which 
characteristic(s)? (Select ай that apply.) 
1. New in health care. 
2. Nontraditional 
3. Involve implementation of experimental medications 
4, Should neither be advocated nor discouraged by the 


nurse 
%. Used in conjunction with conventional therapy 


1, You are going to interview someone whose background 
differs from your own. You will ask this patient about her 
health beliefs and practices that might influence her 
Pregnancy, childbirth, and care of the infant It you use this 
interview for future teaching, what self-assessment might 
you need to consider after the interview? 


2. You are scheduling an interview with an unmarried 
pregnant girl and her parents. You want to identify how the 
parents plan to assist their daughter during her pregnancy 
‘and childbirth, as well as in caring for the grandchild, What 
questions are essential to ask in the interview? What self 
‘assessment will you need to consider before beginning the 
Interview? 


Objectives. 


1. Defne koy terms isted. 
2. Discuss puberty in the developing male and female, 


organs 

8. Describe the influence of hormones on the female 
reproductive process. 

46. Explain the menstrual and ovarian cyclos. 


Key Terms. з 

diagonal conjugate (hag cn f КОМО gt р 21) — 

fimbriae fun bn v. р, 20) 

follicle-stimulating hormone (FSH) (FÓL-I-ki Sri. nd. a 
fing HÓR-mén. p. 26) 

uteinizing hormone (LH) GU. ie H HÖR-mön, p. 26) 

ovulation (Óv-0-LÀ«shün, p. 20) 


7, Discuss the functions of the uterus, 

В. identity the bones that make up the pels 

9. identity the main organs of reproduction. 

10. Review the functions of the male hormone 
testosterone. 

u. Explain the physiology of the sex act in the male 
эла female 


oxytocin | боч Oan. 22 


testosterone (tés:TOS-16-10n, p. 25) 


Human reproduction is а complex and fascinating 
process. The male and female reproductive systems 
functioning together produce a new life. For on under- 
standing of how human reproduction is possible, 
knowledge of the structural features and functions of 
various organs is needed. 


Before puberty, male and female children appear very 
much alike except for their genitalia. Puberty involves 
changes in the whole body and the psyche as well as in 
the expectations of society toward the individual. 
Puberty is a period of rapid change in the lives of 
ind girls during which the reproductive systems 
mature and become capable of reproduction, Puberty 
begins when the secondary sex characteristics appear 
(eg, pubic hair). Puberty ends when mature sperm 
are formed or when regular menstrual cycles occur. 
This transition from childhood to adulthood has been 
identified and often celebrated by various rites of pas- 
sage. Some cultures have required demonstrations of 
bravery, such as hunting wild animals or displays of 
self-defense. Ritual circumcision is another rite of pas- 
sage in some cultures and religions. In the United 
Stalas bday, sore adolesents participate ín religions 
ceremonies such as bar or bat mitzvah or confirmati 
put dar gare, "ne. сосот Kov unfer 


The lack of a “universal rite of passage" to identify 
adulthood has led to confusion for some contemporary 
adolescents in many industrialized nations, 


THE MALE 

Male hormonal changes normally begin between 10 
and 16 years of age. Outward changes become appar- 
ent when the size of the penis and testes increases 
and there is a general growth spurt. Testosterone, the 
primary male hormone, causes the boy to grow taller, 
become more muscular, and develop secondary sex 
characteristics such as pubic hair, facial hair, and а 
deep voice. The voice deepens but is often character- 
ized by squeaks or cracks before reaching its final 
pitch. Testosterone levels are constant, not cyclic like 
female hormones, although levels may decrease with 
age to 50% of peak levels by age 80 years, Nocturnal 
emissions ("wet dreams") may occur without sexual 
stimulation. These emissions usually do not contain 


sperm. 
THE FEMALE 

The first outward change of puberty in females is the 
development of breasts, The first 

(menarche) occurs 2 to 2¥ years later (ages 11 to 15 
years). Female reproductive organs mature to prepare 
for sexual activity and The female expe- 
riences a growth spurt, but hers ends earlier than the 


male's. Her hips broaden as her pelvis assumes the 
wide basin shape needed for birth. Pubic and axillary 
hair appears. The quantity varies, as it does in males. 


EXTERNAL GENITALIA: VULVA 

The female external reproductive organs consist of the 
mons pubis, which is covered with pubic hair; two 
paired folds of tissue, called the labia majora and labia. 
minora, which surround a space called the vestibule; 
the vaginal opening; the fourchette; the perineum; the 
clitoris; and glandular structures (Figure 2-1). Collec- 
tively these structures are known as the гий. 


Mons Pubis 
The mons pubis is formed at the upper margin of the 
symphysis pubis and is shaped like an inverted trian- 
gle. It is located over the two pubic bones of the pelvis. 
This structure is composed of fatty tissue lying beneath 
the skin and, from puberty on, is covered with varying 
amounts of pubic hair, The mons pubis surrounds 
delicate tissue and protects it from injury. 


Labia Majora and Labla Minora 
The labia majora are two folds of fatty tissue that form 
the lateral boundaries ot the vulva. They are covered 
with coarse skin and pubic hair on the outer aspect 
and are smooth and moist on the inner aspect, where 
the openings of numerous small glands are found. 
The labia are analogous to the scrotum in the male. Just 
inside the labia majora are two smaller folds of skin 
called the labia minora that meet at the fourchette 
above the anus. This area is also known as the obstetric 
perineum, It is often the site of lacerations during 
childbirth 

When the labia majora are separated, the labia min- 
ога are exposed. The labia minora are soft folds of skin 
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that are rich in sebaceous glands. The labia minora ane 
moist and are composed of erectile tissue containing 
loose connective tissue, blood vessels, and involuntary 
muscles. The functions of the labia minora are to lubri- 
cate and waterproof the vulvar skin and to provide 
bactericidal secretions that help prevent infections. 


Clitoris 

The clitoris is а small, sensitive structure that, like the 
penis, is composed of erectile tissue, nerves, and blood 
vessels; it is covered at its tip with very sensitive tissue. 
It exists primarily for female sexual enjoyment. Par- 
tially hidden at the upper end of the labia, the clitoris 
may seem to be the opening to an orifice and may be 
mistaken for the opening to the urethra. In addition, 
the clitoris secretes a cheese-like substance from the se- 
baceous glands, which is called smegma. The odor of 
smegma may be sexually stimulating to the male, 


Vaginal Vestibule 
The vaginal vestibule is a boatshaped depression 
enclosed by the labia minora and is visible when the 
labia minora are separated, The vestibule contains 
the vaginal opening, or introitus, which is located be- 
tween the external and internal genitalia. At the vagi- 
nal introitus, there is a thin, elastic, mucous membrane 
called the hymen. The hymen may be broken by the 
use of tampons, strenuous physical activity, or sexual. 
intercourse. A broken hymen does not prove the loss of 
virginity. 

The Vestibule contains the openings of five struc- 
tures that drain into it: the urethral meatus, Skene's 
ducts, and the ducts from Bartholin's glands that ate 
located on each side of the vagina, These glands secrete 
yellowish mucus that lubricates the vagina, porticu; 
larly during sexual arousal. Skene’s glands are located 
just inside the urethra and are part of the vestibule. The 
vestibule ends with the formation of the fourchette. 


Mons pubis 


FIGURE 2-1 Female external genitalia. The costetic pennoum ses between tne vagi ortis are! the атал. 
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When the nurse is preparing to do a urinary catheter- 
ization, he or she cleanses this area of the vestibule. 


Perineum 
The perineum is the region of the genital area that lies 
between the vagina and the anus. Because of its location, 
it plays an important role in the birth process. It is com- 
posed of the levator ani muscles, the deep perineal mus- 
cles. and the external genitalia muscles. These muscles 
function as supports to the pelvic organs. The pudendal 
arteries, veins, and nerves supply the muscles, fascia, 
and skin of the perineum. 

The perineum is supported during the delivery of 
the infant's head and shoulders because it stretches 
significantly during the infant's birth and may tear. 
‘An episiotomy (incision) in the perineal area may be 
performed to prevent tears in the underlying muscles 
ог tissues; the episiotomy is repaired (sutured) imme- 
diately after delivery. Pelvic weakness or painful inter- 
course (dyspareunia) may result if this tissue does not 
heal properly. 

INTERNAL REPRODUCTIVE ORGANS, 

The internal female organs of reproduction are the 
ovaries, fallopian (uterine) tubes, uterus, and vagina 
(Figure 2-2), 


Vagina 
The vagina is a curved tube leading from the uterus to 
the external opening at the vestibule. It lies between 
the urinary bladder and the rectum. Because it meets 
at a right angle with the cervix, the anterior wall is 
about 2.5 ст (1 inch) shorter than the posterior wall, 
Which varies from 7 to 10 cm (approximately 2.8 to 
4 inches). It consists of muscle and connective tissue 
and is lined with epithelial tissue, which contains 
folds called пие, These folda allow the, vagina à 
stretch considerably during childbirth. The epithelial 
cells lining the vagina show cyclic changes related 
to circulating estrogens, progestins, and androgens, 
Doderlein's bacilli, which are normally present in 
the vagina, act on glycogen from the epithelial cells 
to produce lactic acid. This maintains the acidity of 
the vagina and is the reason that the vagina is resis- 
tant to most infections. A change in the pH of the 
vagina, which can be caused by frequent douching, 
antimicrobial therapy, or deodorant tampons, can in- 
crease the vagina's susceptibility to invading patho- 
кеп». The cyclic changes in the vagina related to age 
and changing pH are shown in Figure 2-3, The vagina 
functions as: 

1. A passageway of the uterus through which the 

uterine secretions and menstrual flow escape 


FIGURE 2-2 interne female reprocuctve organs with women Mng supna. 


FIGURE 2-3 Cycle changes in the vagina пиано Io ago. 


2. A female organ of copulation (sexual intercourse), 
allowing sperm to enter the uterus 

3. Part of the birth canal 

Volvovaginal glands, called Bartholins glands, provide 
lubrication to the vaginal introitus during sexual arousal 
but are typically not visible, After puberty, the vagina 
maintains а normal acidic pH of 4 to 5, Excessive use of 
Vaginal sprays, douches, or deodorant tampons can alter 
the pH of the vagina and its self-cleansing properties, 
thus increasing the risk of infection. 


Uterus 

The uterus (womb) is a hollow, pear-shaped, muscular 
organ. It is approximately 2.5 cm (1 inch) thick, 5 em 
(2 inches) wide, and 7.5 cm (3 inches) long, During 
pregnancy, the uterus can stretch and enlarge con- 
siderably. The weight of the nonpregnant uterus is ap- 
proximately 75 g (2.5 ол); it increases 3 
907 g (2 lbs) during pregnancy. During pregnancy, the 
шеги» increases in vascularity, which allows sufficient 
blood supply for its growth, and can stretch and en- 
large to a considerable size. After pregnancy, it returns 
almost entirely to its former weight, size, and shape. 
The uterus lies between the bladder and the rectum. 
It is supported by two important pairs of ligaments, 


the round and broad ligaments, During pregnancy, 
these ligaments become stretched, frequently causing 
discomfort. 

The uterus is divided into three parts: (1) the fun- 
dus, the upper rounder portion; (2) the corpus (body), 
the middle portion, which plays an important role in 
menstruation and pregnancy; and (3) the cervix, the 
lower portion, which isa tubular structure that projects. 
into the vagina and provides an outlet for menstrual 
blond and a passageway for the delivery of a fetus, 

The fundus and corpus of the uterus are made up of 
three layers: (1) the perimetrium, the outer layer that 
envelops the uterus; (2) the myometrium, the middle 
layer, which is a thick muscular layer; and (3) the 
endometrium, the inner mucous membrane layer. 
‘The endometrium is functional during menstruation 
and implantation of the fertilized ovum. During men- 
struation and after delivery, the cells of the endome- 
trium are sloughed off, The myometrium contains 
muscle fibers that are arranged in the longitudinal, 
transverse, and oblique directions—a network that 
offers extreme strength to the organ. It is able to thin 
out, pull up, and open the cervix so that the fetus 
сап be pushed out of the uterus. The cervix consists 
of a cervical canal with an internal opening near the 
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uterine corpus, called the internal os, and an opening 
into the vagina, called the external оз. The cervix is 
known for its elasticity. The mucosal lining of the cer- 
vix has four functions: (1) providing lubrication far the 
vagina, (2) acting as a bacteriostatic agent, (3) provid- 
ing an alkaline environment to shelter the sperm from 
the acidic vagina, and (4) producing a mucous plug in 
the cervical canal during pregnancy. 
The following are the three functions of the uterus: 
1. Menstruation: The uterus sloughs off of the endo- 
metrium or lining of the uterus. 
2. Pregnancy: The uterus supports the fetus and al- 
lows the fetus to grow. 
3, Labor and birth: The uterine muscles contract, and 
the cervix dilates during labor to expel the fetus, 


Hi Fallopian Tubes 

The fallopian tubes (uterine tubes or oviducts) extend 
laterally from the uterus, one to each ovary. They are 
small, narrow, and approximately 10 cm (4 inches) 
long. The tubes carry the ovum from the ovary to the 
uterus by the peristaltic action (contractions) of cilia, 
or hairlike projections found in the lining of the 
tubes. Extending from the ends of the fallopian tubes. 
are small, fingerlike projections called fimbriae. Their 
movements sweep the ovum into the tube, after 
Which the ovum travels to the uterus. It lakes approxi- 
mately 5 days for the ovum to travel the 10 em from 
the avary to the uterus. Fertilization of an ovum with 
sperm normally takes place in the outer third of the 
fallopian tube. 

The four functions of the fallopian tubes are to 
provide: 

1. А passageway in which sperm meet the ovum 

2. A site of fertilization, usually the outer third of 

the tube 


3, A safe, т environment for the ovum 
or zygote (fertilized ovum) 

4. А means of transporting the ovum or zygotes 
to the corpus of the uterus 


6 Ovaries 

The ovaries in the female and the testes in the male 
are similar in embryologic origin. The ovaries are 
two small, almond-shaped organs located on each 
side of the uterus, They are the female gonads, or sex 
glands. Approximately 2 million ava (eggs) are present 
at birth. Many ove degenerate until puberty, when a 
few thousand remain, During the course of a woman's 
reproductive life, only about 400 ova mature enough 
tobe fertilized. 


During the reproductive years, the ovaries actin con- 
cert with the uterus. Saclike structures are in various 
stages of maturity; as they mature, they are called folli- 
cles. During each menstrual cycle, one follicle matures 
into what is called a graafian follicle, which contains 
the ovum that is released each month during ovulation. 


Estrogen, secreted by the ovary, stimulates the 
development of secondary sexual characteristics, such 
as the breasts. Progesterone is responsible for pre- 
paring and maintaining the lining of the uterus for 
implantation of the ovum. Any remaining ova after 
the climacteric (menopause) will not respond to hor- 
monal stimulation to mature. 

The ovaries have two main functions: 

1. The development, maturation, and laler expul- 

sion of the ovum (іе, ovulation) 

2. The secretion of hormones, chiefly estrogen and 

progesterone 


PELVIS 

The female bony pelvis has the unique functions of 
supporting and protecting the even ic contents, as well 
as forming a relatively fixed passage through which 
the fetus travels during the birth process, Therefore, 
its size and shape are important factors in the mecha- 
nisms of labor and birth 

The pelvis is made up of four bones: the two innom- 
inate bones (hip bones), the sacrum, and the coccyx, 
The pelvis resembles a basin or bowl: its two sides 
are the innominate bones, and its back is composed 
of the sacrum and coccyx. The four bones are lined 
with fibrocartilage and held tightly together by liga- 
ments. These bones are joined in the front by the sym- 
physis pubis and in the back by the sacroiliac joints and 
the sacrococcygeal joint (Figure 24). 

The innominate bones result from the fusion of the il- 
ium, the ischlum, and the pubis. The two ilia form the 
upper part of the pelvis, known as the false pelvis. The 
ischial spines, sharp projections that form the posterior 
border of the ischlum, are important landmarks and 
represent the shortest distance (diameter) of the pelvic 
cavity, The spines can be palpated during a vaginal ex- 
amination and are used to determine how far the fetal 
hend has descended into the birth canal. The ischium 
isa heavy bone below the illum that forms the lower part 
of the innominate bone. Its protuberance, the ischial tu- 
berosily, is the part on which the body rests while in a 
sitting position. The pubis is the part of the innominate 
bone that forms the front of the pelvis. It consists of two. 
pubic bones that unite to form a joint, called the sym- 
physis pubis, « rounded arch under which the fetal 
head must pass as it emerges from the birth canal. 


Pelvic Divisions 

The pelvic cavity is divided into two sections, the false 
pelvis and true pelvis, The linea terminalis is an imag- 
inary line that separates the pelvis into the true pelvis 
and false pelvis. The false pelvis is the portion above 
the pelvic brim (upper portion) and has little obstetric 
significance. However, it does support the growing 
uterus during pregnancy and directs the presenting fe- 
tal part (usually the head) into the true pelvis near the 
end of pregnancy. The true pelvis (the lower part] 
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consists of the inlet, pelvic cavity, and outlet and is 
most important during birth. 


Pelvic 

The bony circumference of the true pelvis is made up of 
the sacrum, the coccyx, and the lower part of the innom- 
inate bones, This area determines the size and shape of 
the pelvis, which must be adequate for passage of the 
baby during labor and birth. For convenience, three 
imaginary flat surfaces crossing the pelvis have tradi- 
tionally been described: the plane of the pelvic inlet, the 
plane of the (shortest dimensions) midpelvis, and 
the plane of the outlet. The diameter of the midpelvis 
(bordered posteriorly by the sacrum, laterally by the 
ischial spines, and anteriorly by the symphysis pubis) 
can be most accurately measured by an x-ray examina- 
tion. Because x-rays are potentially hazardous to the 
fetus, their use is all but obsolete. An evaluation of 
adequacy may be based on the prominence of the 
ischial spines and the degree of convergence of the side- 
walls The outlet isa clinical measurement made by pal- 
pating the distance between the ischial tuberosities. 


This diameter is shortened when the pubic arch is nar- 
row; therefore, the pubic arch is assessed for curvature 
or for the type of pelvis. A magnetic resonance imaging 
(MRI) pelvimetry may be indicated when there is high 
suspicion for labor dystocia, 

А clinical measurement used to predict pelvic size is 
the diagonal conjugate. The diagonal conjugate is the 
distance from the lower margin of the symphysis pubis. 
to the sacral promontory (Figure 2-5). The examiner 
measures this diameter by placing two fingers in the 
woman's vagina and touching the sacral promontory, 
The optimal distance for most women is 11.5 em (45 
inches). This procedure may be part of the prenatal ex- 
amination and may be uncomfortable for the patient. 
The woman should be prepared for the pelvic examina- 
tion by being instructed to empty her bladder before- 
hand and to take deep breaths during the examination, 


Pelvic Types. 
The four basic pelvic types are (1) gynecoid, or normal 
female-type pelvis, which is round; (2) android, or 
male-type pelvis, which has a heart-shaped outlet, 
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(3) anthropoid, which has a long anteroposterior out- 
let; and (4) platypelloid, which has a wide transverse 
outlet and is not favorable to a vaginal delivery 
(Figure 2-6). The gynecoid pelvis is adapted for child- 
birth. Its inlet, cavity, and outlet are in better propor 
tion; the pubic arch is wide; and the coccyx is more 
movable than in the android pelvis, 


ENDOCRINE SYSTEM AND FEMALE. 
REPRODUCTION 

The Normal Menstrual Cycle 

A woman's reproductive life has a definite beginning 
and ending; it begins at puberty and ends at meno- 
pause, or climacteric, Puberty is when reproduction 
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becomes possible and other events such as breast de- 
velopment, growth of pubic and axillary hair, and 
‘menstruation occur, During the female reproductive 
years, cyclic changes occur in the ovaries and in the 
uterus. These changes can be considered as two inter- 
related cycles: the menstrual cycle and the ovarian cy- 
де (Table 2-1). 

The menstrual cycle is a predictable event that nor- 
mally occurs monthly. The typical monthly menstrual 
cycle is influenced by ovarian follicle maturation, ovu- 
lation, and corpus luteum formation and ends with 
menstrual bleeding (Figure 2.7) The changes that 
‘occur in the uterus depend on the changes occurring 
simultaneously in the ovaries, In this unique pattern 
of events, the development of the endometrium occurs 
at the precise dime of the month that the release of a 
mature ovum occurs. 

Ovulation occurs 14 days before the beginning of 
the next menstrual cycle, and the ovum remains fertile 
for approximately 24 hours. The sperm can survive up 
todays. Fertilization most often occurs in the first few 
hours alter ovulation. 


Breasts 

The breasts, or mammary glands, are considered ac- 
cessory organs of reproduction because of their func- 
tional role їп producing milk to feed and nourish the 
infant (Figure 2-8). The process is called lactation, 
The nipple, in the center of the breasts, is surroun- 
ded by a pigmented areola, which darkens during 
pregnancy, Montgomery's glands (also known as 
Montgomery's tubercles) аге small sebaceous glands 
in the areola that secrete a substance that lubricates 
and protects the breasts during lactation (when the 
infant sucks), Beginning at the nipple, each breast is 
divided into 10 to 20 branchlike structures called 
lobes, which can be visualized asa treelike structure, 
They are separated by adipose (fatty) and fibrous tis- 
эше. Branching off from each lobe are 20 to 40 lobules; 
each lobule branches further, dividing into 20 to 80 
saclike structures, called alveoli. These saclike struc- 
tures have a lining that contains tiny secretory cells, 
called acini, which secrete milk. Surrounding the 
alveolar cells are contractile cells, called myoepithe- 
ial cells, which contract the alveolus and eject milk 
into the reservoir, called the lactiferous ducts, It is 
from these ducts that the infant, by sucking, gets milk 
through the nipple. 

During pregnancy, high levels of estrogen and pro- 
gesterone produced by the placenta inhibit milk 
secretion. After the expulsion of the placenta, there is 
an abrupt change in estrogen and progesterone levels, 
This allows a hormone, called prolactin, to be released 
from the anterior pituitary gland when the infant sucks. 
Prolactin stimulates the acini cells to produce milk. In- 
fant suckling also stimulates the release of the hormone 
oxytocin from the posterior pituitary gland. Oxytocin 
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endometrium). 
Graal dodge ruptures, and ovulation occurs with a surge 


oM. 


After the rupture of the folicia, the ovum enters tha fallopian tube and travels to the uterus; 
corpus luteum develops under LH influence and produces High levels of estrogen and 


levels suppress the growth of other folicles. 


Increased estrogen and progesterone. 
Jt fertization does not occur, the corpus luteum atrophios, LH leves tal, and estrogen and 
progesterone levels decrease, 


FS касе umang hormone LH senno nemore. 


stimulates the contraction of the myoepithelial cells, 
which causes the ejection of milk from the alveoli into 
the ductal system (see Chapter 11). 

The size of the breasts depends on the amount of fatty 
tissue deposited in the breasts. Breast size does not 
indicate the amount of milk the breasts will produce. 


MALE REPRODUCTIVE SYSTEM 


The male reproductive system includes the testes, 
glands, and ducts, which are internal structures, and 
the penis and scrotum, which are external structures 
(Figure 2-9), 


ii: EXTERNAL MALE GENITALIA 


Penis 

The penis is the male organ of copulation (sexual inter- 
course) and is part of the urinary system. The penis is 
made up of three columns of erectile tissue covered by 
thick skin that is freely movable. Two of the columns, 
the cavernous bodies, contain blood spaces, which 
when empty cause the penis to be limp (flaccid). When 
emotional or sexual stimulation occurs, these spaces 
fill with blood and the penis becomes engorged 


(swollen), considerably enlarged, and erect. The third 
column of erectile tissue, the spongy layer, lies beneath 
the cavernous bodies, Through it passes the urethra 
from the urinary bladder. The head of the penis is com- 
posed of an enlarged portion of spongy tissue, which 
forms a cap called the glans penis, Covering the glans 
is the loosely fitting skin, called the prepuce, or fore- 
skin. The foreskin is sometimes removed by circumci- 
sion for hygienic, religious, or cultural reasons, The 
penis has the following functions: 

1, It provides a passageway for urine to exit the 

body, 


2 E ой ipera і Rê alsa nga to fertil- 
ize an ovum. 


Scrotum 

‘The scrotum is the wrinkled, pigmented pouch of 
skin, muscle, and fascia that lies beneath the penis 
and outside of the abdominal cavity. It is divided into 
two sacs, with each sac containing one testis (testicle), 
the epididymis, and a portion of the spermatic cord. 
Because the sperm require a temperature slightly 
lower than normal body temperature for devel 

and maintenance, when the body temperature is high, 
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the muscles of the scrotum relax, dropping the testes INTERNAL MALE STRUCTURES 

away from the body. Conversely, when exposed to Testes 

low temperatures, the muscles of the scrotum arestim- Тһе testes are two oval-shaped glands approxi- 
ulated to contract and bring the testes close to the body mately 5 cm (2 inches) long and 2.5 cm (1 inch) wide, 
for warmth. located within the scrotal sac. They correspond to 
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the ovaries of the female. Each testis contains special- 
ized tissue arranged in coiled tubes, called seminif- 
î erous tubules, where the spermatozoa (sperm) are 
produced. Between the small tubes is a small group 
of interstitial (Leydig's) cells that produce the male 
sex hormone testosterone. This hormone is responsi- 
ble for the masculine characteristics of the male 
body. Some of the seminal fluid, or semen, in which 
the spermatozoa are transported, is also produced 
in the tubules in the testes. The two principal func- 
tions of the testes are to manufacture sperm cells 


(spermatogenesis) and to secrete male hormones 
(androgens). 

Within the testes is an elaborate ductal system. The 
tubelike path in each testis includes the epididymis, 
the vas deferens, and the seminal vesicles. 


Epididymis. The testes open into the epididymis, a 
small coiled tube that, if stretched to its full extent, is 
approximately 6 m (20 feet) long. It becomes the vas 
deferens and is the excretory duct of each testis that 
provides a reservoir for the sperm. Sperm may be 
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alae witta the ерун for up to 3 weeks as 
they mature and become motile, 


Vas Deferens. The vas deferens, a tube approximately 
45 cm (18 inches) long, is a continuation of the epidid- 
ymis. It ends by joining the duct of the seminal vesicle 
to form the ejaculatory duct. It carries the sperm from 
each testis to the urethra, The peristaltic activity of the 
muscles is responsible for the passage of the sperm 
along the vas deferens to the ejaculatory duct, A vasec- 
tomy, or severing of the vas deferens, is а means of 
male birth contro. 


Duct. The ejaculatory duct is found at the 
base of the prostate gland and opens into the prostate 
portion of the urethra. It ejects sperm and seminal fluid 
into the urethra, 


Accessory Glands 
‘The accessory glands produce secretions for the fol- 
Jowing purposes: 
1. Nourish the sperm 
2. Protect the sperm from the acidic environment of 
the woman's vagina 
3. Enhance movement (motility) of the sperm 


‘Seminal Vesicles. The seminal vesicles are two saclike 
structures at the base of the urinary bladder, Their glan- 
dular lining produces a thick, milky secretion that forms 
much of the ejaculated semen. This secretion is thought to. 
provide nourishment and protection for the sperm. The 
ducts of the seminal vesicles join the vas deferens to form. 
the ejaculatory ducts, which empty into the urethra. 


Prostate Gland. The prostate gland is a chestnut-sized 
structure that surrounds the urethra, just below the. 
urinary bladder. During ejaculation, it contracts along 
with the vas deferens and seminal vesicles. It adds а 
thin, milky, alkaline fluid to the semen, The alkalinity 
ol the fluid contributes to fertilization of an ovum. It 
helps neutralize the relatively acidic fluid of the vas 
deferens and the acidic environment of vaginal secre- 
tions, thereby enhancing sperm motility and life span. 


Bulbourethral Glands (Cowper's Glands), The bul- 
bourethral glands are approximately the size of a pea 
and are situated by the prostate gland on each side 
ofthe urethra, These glands secrete mucus into the ure- 
thra to serve as a lubricant and to supply alkaline ша 
to the semen. 


ENDOCRINE SYSTEM AND MALE 
REPRODUCTION 
As in the female, many changes occur in the male at 


puberty. At roughly 10 years of age, the testes, prostate 
gland, seminal vesicles, and penis begin to enlarge as 


part of the general adolescent growth spurt. Pubic 
and axillary hair and hair on the upper lip and chin 
appear, and the larynx enlarges, By age 15 years 
(range, 9 to 17 years), boys are physically able to рго- 
duce and ejaculate sperm. 

During puberty, the pituitary gland begins to re- 
lease foliicie-stimulating hormone (FSH) and luteinizing 
‘hormone (LH) (interstitial cell-stimulating hormones). 
FSH helps in the production of spermatozoa, LH 
acts on the interstitial Leydig's celle of the testes to 
release androgens, the most significant of which is 
testosterone. 

Testosterone hormonal functions include: 

1. Developing the penis, scrotum, prostate gland, 

and seminal vesicles 
Developing male secondary sex characteristics 
Helping bones and muscles become thicker and 
longer 
Enlarging the larynx, causing a lower voice 
Enhancing the production of red blood cells 


SPERMATOGENESIS * 
The formation of sperm (spermatogenesis) begins at 
puberty and continues throughout a male's life. A 
sperin’s fertile life is estimated to be up to 5 days after 
ejaculation. Sperm are much smaller than ova, Sperm 
сей resemble tadpoles in shape, with oval heads 
апа Jong tails. During each ejaculation, approximately’ 
300 million sperm are deposited into the vagina. Only а 
few sperm achieve proximity to the ovum. Typically, 
only one sperm penetrates and fertilizes the ovum 
released at ovulation, Immediately after one sperm 
enters the ovum, a physiologic change takes place in 
the outer surface of the ovum that prevents entry of 
additional sperm. Presumably, this change occurs in 
response to a substance released from the cytoplasm 
of the ovum. 


PHYSIOLOGY OF THE SEX ACT 


The sexual response occurs in the following phases: 

1, Excitement: Heart rate and blood pressure in- 
crease; nipples become erect. 

2. Plateau; Skin flushes, erection occurs, and semen 
in the male appears on head of penis. 

5, Orgasm: Involuntary muscle spasms of rectum, 
vagina, and uterus occur in the female; ejacula- 
tion occurs in the male. 

4. Resolution: Engorgement resolves; vital signs 
retum to normal. 


PHYSIOLOGY OF THE MALE SEX ACT 

The male psyche can initiate or inhibit the sexual 
response. The massaging action of intercourse on the 
glans penis stimulates sensitive nerves that send 
impulses to the sacral area of the spinal cord and to 


the brain. The parasympathetic nerve fibers cause the 
relaxation of penile arteries, which fill the cavernous si- 
nuses in the shaft of the penis so that the penis becomes 
firm and elongated (erection). The same nerve im- 
pulses cause the urethral glands to secrete mucus to 
aid in lubrication for sperm motility. The sympathetic 
nervous system then stimulates the spinal nerves to 
contract the vas deferens and cause expulsion of the 
sperm into the urethra (emission). Contraction of the 
muscle of the prostate gland and seminal vesicles also 
expels prostatic and seminal fluid into the urethra, 
contributing to the flow and motility of the sperm. 
The nerves in the sacral region of the spinal cord aid 
in expelling semen from the urethra (ejaculation). The 
period of emission and ejaculation is called male orgasm. 
Within minutes, erection ceases (resolution), the cav- 
emous sinuses empty, penile arteries contract, and the 
penis becomes flaccid. Sperm can reach the woman's 
fallopian tube within 5 minutes and can remain viable 
in the female reproductive tract for 4 or 5 days. Of the 
millions of sperm contained in the ejaculate, a few thou- 
sand reach each fallopian tube but only one typically 
fertilizes the ovum, The sphincter in the base of the 
bladder closes during ejaculation so that sperm does 
not enter the bladder and urine cannot be expelled. 


Read: the 
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* Human reproduction roquires an interaction between the 
reproductive organs, the central nervous system, and the 
6 hypothalamus, ovaries, and 


тайм ойс уна crag ста orl 
intemal organs, The ovaries are where the female sex celis 
(ova) are formed, The fallopian tubes capture the ovum 
(вод) and transport it to the uterus, which provides an 
implantation site for the fertilized ovum (blastocyst). The 
lowest part of the uterus, the cervix, provides an opening 
Into the vagina, which is a passageway from the cervix to 
the external genitalia. The vagina provides a passage for 
he discharge of menstrual blood and, during birth, a way 
lor the fetus to be delivered outside of the body. 

‘+The myometrium (midala muscular uterine layer) is 
functional in pregnancy and labor. The endometrium (inner 
uterine layer) is functional in menstruation and in the 
implantation of a fertiized ovum. 

* There are four basic pelvis shapes, but women often have a 
‘combination of characteristics. The gynecoid pelvis is the 
тов! favorable for vaginal binh. 

* The female reproductive system maintains a complex 
‘cycle known as the menstrual cycle, This cycle involves the 
‘ovaries and the uterus in the process of preoarina for 
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PHYSIOLOGY OF THE FEMALE SEX ACT 


The female psyche can initiate or inhibit the sexual 
response. Local stimulation by massage to the breasts, 
vulva, vagina, and perineum creates sexual sensations. 
The sensitive nerves in the glans of the clitoris send 
signals to the sacral areas of the spinal cord, and these 
signals are transmitted to the brain. Parasympathetic 
nerves from the sacral plexus return signals to the 
erectile tissue around the vaginal introitus, dilating, 
and filling the arteries and resulting in a tightening of 
the vagina around the penis, These signals stimulate 
the Bartholin’s glands at the vaginal introitus to secrete 
mucus that aids in vaginal lubrication. The parasympa- 
thetic nervous system causes the perineal muscles and 
other muscles in the body tocontract. The posterior pltu- 
itary gland secretes oxytocin, which stimulates the con- 
traction of the uterus and dilation of the cervical canal. 
"This process (orgasm) is believed to aid in the transport 
of the sperm to the fallopian tubes. (This process is also. 
the reason why sexual abstinence is advised when 
there is a high risk for miscarriage or preterm labor.) 

After orgasm, the muscles relax (resolution). The 
egg lives for only 24 hours after ovulation: therefore, 
sperm must be available during that time if fertiliza- 
thon is to occur. 


‘conception, making changes in the uterine lining to support 
the embryo if conception occurs, and shedding the uterine 
{endometrial ining through the process of menstruation it 
pregnancy does not occur, 

* The breasts, or mammary glands, are generally considered. 
part of reproduction because of their functional relation, 
nat is, secreting milk lactation), 

* The male reproductive system consists of external and 
Internal organs. The testes are where the male sex celis 
and male sex hormones are formed. There is а series of 
continuous ducts through which spermatozoa are. 
transported outside of the male's body. Secretions аге 
produced for sperm nutrition, survival, and movement. The 
penis serves as the male reproductive organ for sexual 
intercourse. 

* Testosterone is the principal male hormone. Estrogen and 
progesterone are the principal female hormones. 
Testosterone secretion continues throughout a man's life, 
but estrogen and progesterone secretions are very low 
after a woman reaches the climacteric, 

* The formation of sperm (spermatogenesis) begins at 
puberty and continues throughout life, A sperm is smaller. 
than an ovum. Usually, only one sperm fertlizes a single 
‘ovum (egg) released at ovulation, 

* The psyche can initiate or inhibit the sexual response, 


B UNIT Social and Family Dynamics 


Additional Learning Resources 
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NCLEX® Examination, Che Thinking Cinca! Stuatons, und 
other leaming activities to help you master this chapter content. 
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— Ойон Тима uir 
"= Answers nd Rationales for емен Questions for he NCLEX® 
‘Examination 

* Concept Map Creator 

* Glossary with pronunciations in English and Spanish 


1, The first outward change of puberty in females is: 
1, Appearance of pubic and axillary hair. 
2. Menarche 
3. Development of breasts 
4. Broadening of the hips 


2. The acidic pH of the vagina is maintained by: 


4, During the excitement phase of the male sexual 
response. 


ing what phase of the male sex act does flushing of the 
skin occur? 
Resol 


4 Duri 
1. Excitement 
2. Plateau 
3. Orgasm 
4. Resolution. 


5. Sperm can remain viable in the female reproductive tract 
for approximately: 


6. The vaginal vestibule contains what structure(s)? (Select 

‘oll that apply.) 

^. Labia minora 

2. Vaginal opening 
3. Skene's ducts 
4. Urethral meatus. 
5 


7. Fallopian tubes provide what function(s)? (Select ай that 
apply) 


1. Site of implantation for the fertilized ovum 


4, Site for development and maturation of the ovum 
5. Means of transporting the ovum to the corpus of the 
uterus 


8, Indicate the order in which the. 
menstrual cycle occurs by numbering the following 
1 (first to 4 (last. 


1. A community high schoo! teacher has asked you, a. 
‘student nurse, to explain to students in а biology class the 
function of the male and female. systems. 
What issues would you need to consider in planning 
your discussion? 


2. Explore how a pregnant woman might feel about 


Objectives 
1. Define key terms listed. 
2. Define chromosome and state the number in each human 
body cel. 
3. Compare a gene and a chromosome. 
4. Explain how the sex of an individual is determined. 
8. Describe human tertiization and implantation. 


KeyTerms __ 

оде of viability (p. 37) 

amnion (АМ-пё-бл, p. 32) 

blastocyst (BLAS-t0-sist, p. 31) 

chorion (KÓ-r&-6n. p. 32) 

chorionic vill (KÓ-ré-ón-Ik VÎL-1, p. 33) 

chromosomes (KRÓ-mó-stmr, p. 29) 

conception (p. 31) 

decidua 0 500.8. p. 31) 

deoxyribonuclele acid (DNA) fc. O fs f bd c. 
КАК, 20% 

dizygotio (р. 37) 

ductus arteriosus (DÜK-tüs l. IE i s. O aus. p. 35) 
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embryonic period (bm-bré-ÓN-I, р. 32) 

fertilization (p, 30) 
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e. Discuss fetal development. 
7. Explain the development and function of the placenta. 
8. Roviow the functions of amniotic fluid and the umbilical cord. 
9. Diagram fetal circulation to circulation after bath, 
40. Discuss multfetal pregnancy, and compare two types 
of twins. 
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 multifetal pregnancy (p. 37) 
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teratogenic agents (p. 31) 
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At birth, the human body consists of many millions of 
cells, but life begins with a single cell. The first cell of a 
new human being is formed by the fusion of a sperm 
from the male and an ovum from the female. Genetic 
codes are programmed into the new individual's cells 
by deoxyribonucielc acid (ОМА). 

DNA is viewed as spiral-shaped strands found in 
the nucleus of all human cells. Figure 3-1 shows the re- 
lationships of the cell, nucleus, chromosome, genes, 
and ОМА. DNA is the master protein that controls 
the development and functioning of all cells. 

Genes are programmed to use DNA through specific 
codes of instructions from four molecules: adenine (A), 
thymine (T), cytosine (C), and guanine (С). A single 


mistake in a code or variation in the genetic sequence 
means a cell may make the wrong amount or type of 
protein, which can disrupt the cell's function and lead 
to changes that may have serious effects on the devel- 
oping organism. These mistakes can lead to mutations 
or disease. Defects within the cell's DNA code are the 
root of many inherited disorders. The master blueprint 
for a person's characteristics is determined by genes in 
chromosomes, which are located within the nucleus of 
each body cell 


Chromosomes are threadlike, spiral structures found 
within the nucleus of each cell. Chromosomes are 
made up of long chains or building blocks of DNA that 
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FIGURE 3-1 ео mo соё cel, nuciaus, chromosome, DNA, anc geno. 


control heredity. Chromosomes occur in pairs; one 
member of the pair is supplied by the mother and 
the other by the father. Each cell in the human body 
contains 46 chromosomes, or 22 arranged pairs, known 
as autosomes (body chromosomes), and one pair of 

ог “sex cells,” which determine the sex of 
the fetus. Each chromosome is composed of genes, 
which are defined as segments of DNA that control he- 
redity, A gene can be described as a single bead, and a 
chromosome is like a string of beads. 


CELL DIVISION AND GAMETOGENESIS 


The division of a cell begins in its nucleus, which con- 
tains the gene-bearing chromosomes. The two types of 
cell division are mitosis and meiosis. 

Mitonis is a continuous process by which the body 
grows and develops and dead body cells are replaced, 
In this type of cell division, each daughter cell contains. 
the same number of chromosomes as the parent cell. 
The 46 chromosomes in a body cell are called the dip- 
loid number of chromosomes. The process of mitosis 
in the sperm is called spermatogenesis, and in the 
ovum is called oogenesis (the development of an 

into an ovum). 

Meiosis is a different type of cell division in which 
the reproductive cells undergo two sequential divi- 
sions, During meiosis, the number of chromosomes 
in each cell is reduced to half, or 23 chromosomes, each 
with one sex chromosome only. This is called the 
haploid number of chromosomes. This process is com- 
pleted in the sperm before it travels toward the fallo- 
pian tube and in the ovum after ovulation if 
fertilized, At the moment of fertilization (when the 
sperm and ovum unite), the new cell contains 23 chro- 
mosomes from the sperm and 23 chromosomes from 
the ovum, thus retuming to the diploid number of 
chromosomes (46); traits are therefore inherited from 
both the mother and the father. The formation of gam- 
etes by this type of cell division is called 


As soon as fertilization occurs, a chemical change in 
the membrane around the fertilized ovum prevents 
penetration by another sperm. 


Each gene (a segment of the DNA chain) is coded for 
inheritance. The coded information carried by the 
DNA in the gene is responsible for individual traits, 
such as eye and hair color, facial features, and body 
shape. Genes carry instructions for dominant and 
recessive traits. Dominant traits usually overpower 
recessive traits and are passed оп to the offspring. If 
only one parent carries a dominant trait, 50% of the off- 
spring will have that dominant trait. If each parent 
carries а recessive trait, there is a chance that one of 
the offspring will display that trait (Figure 3-2). 
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d: SEX DETERMINATION 
The sex of an individual is determined at the time of fer- 
tilization. It depends on the type of spermatozoon that 
tes the ovum (egg). The spermatozoon (sperm 
cell) has an X or Y chromosome, whereas the female 
‘ovum always contains the X chromosome. When the 
spermatozoon with an X factor unites with the ovum, 
а female (XX) will result. When an ovum is fertilized 
with a spermatozoon that contains the Y factor, a male 
(XY) will result. Because the father may contribute 
either a Y- ог X-bearing sperm, itis the male sperm that 
is responsible for determining the sex of the embryo 
(Figure 3-3), 


FIGURE 3-3 Sex determination at the time of conception. ! s. 
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BEGINNING OF EMBRYONIC DEVELOPMENT — 
FERTILIZATION 

‘Conception is the union of the egg and sperm, also 
known as fertilization, Fertilization normally takes 
place in the outer third of the uterine (fallopian) tube. 
Approximately 300 million spermatozoa are deposited 
into the vagina at ejaculation. Most of the sperm re- 
main in the vagina and within the cervical mucus in 
the endometrium, After a single sperm enters the 
ovum, a membrane forms that prevents the entry of 
more sperm. The ovum can be fertilized for approxi- 
mately 6 to 24 hours after its release from the ovary, 
Whereas sperm are viable for up to 5 days affer ejacu- 
lation and their entrance into the female genital tract. 
At fertilization, the nucleus of the sperm and the 
nucleus of the ovum unite to form а zygote, 


Life Expectancy of Ovum and Sperm — 

Although the ovurm lives and can be fertized tor 6 to 24 hours 
after ovulation, the sperm can ive for up to 5 days after 
mation 


IMPLANTATION 
The zygote begins a rapid series of cell divisions while 
traveling down the fallopian tube toward the uterus. 
Within approximately 3 days, cell division results in 
а solid mass of 16 cells, called а morula, The morula 
cells continue to multiply as the morula floats free 
in the uterine cavity for another 3 or 4 days. Large 
cells tend to mass at the periphery of the morula 
ball, leaving a fluid space surrounding an inner cell 
mass. At this stage, the formed structure is termed 
а blastocyst, The cells in the outer ring are known as 
trophoblasts. At this time, the blastocyst contains var- 
ious components: (1) a fluid-filled cavity; (2) the tro- 
phoblast (outer wall), which later will become the 
placenta; and (3) an inner cell mass, which will form 
the embryo. The trophoblast cells secrete enzymes that 
permit them to invade the thickened uterine lining, or 
‘endometrium (decidua). During implantation (the cell 
mass typically takes root in the upper segment of the 
uterus), trophoblastic cells provide nutrition for the 
‘embryo from nutrients carried in the maternal blood. 
The trophoblastic layer (which later forms the chorion) 
of blastocyst cells begin to mature rapidly (Figure 3-4) 
As early as the twelfth day, miniature villi, or rootlike 
projections, reach out from the layer of cells into the 
uterine endometrium. These projections (chorionic 
villi) extend from the chorion into the endometrium, 
During the stages of development that immedi- 
ately follow implantation, teratogenic agents such as 
drugs, viruses, or radiation may exert profound and 
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damaging effects on the developing embryo. The 
embryonic period of development is from the second 
to the eighth week after conception, when most of 
the basic organ structures are formed. From the eighth 
week until birth, this developing human being is called 
а fetus (Box 3-1). 


EMBRYONIC CELL DIFFERENTIATION 

During the second and third weeks after conception, 
three cell layers form: the ectoderm, mesoderm, and 
endoderm. These cell layers become all of the tissues 
and organs of the embryo. Each germ layer has specific 
characteristics (Box 3-2). The differentiated cells stay 
attached by a body stalk, which later forms the umbil- 
ical cord by day 14. Small spaces soon form the amni- 
otic cavity. This hollow space will eventually surround 
the developing embryo and fetus like а protective, 
transparent sac. 


FETAL MEMBRANES AND AMNIOTIC FLUID 

The two membranes, called the chorion and the amnion, 
begin to form at the time of implantation. The amnion, 
the inner membrane, protects the developing embryo. 
It forms a cavity in which the embryo or fetus floats, 
suspended in amniotic fluid. The amnion expands to 
accommodate the growing fetus. The chorion is the 


Zygote: From lertlzalion to the Second week: then the 
айосуз stage lasts 2 or 3 days 

Embryo: Between the second and sighin weeks 
of gestation 

Fetus: From the ninth week of gestation to bith 


* Ol glands and hair folicies of skin 

* Nais and hair 

„ Extemal sense organs 

+ Mucous membrane of mouth and arus 


uter membrane that encloses the growing amnion. As 
the fetus grows, the amnion expands until the chorion 
and the amnion fuse together to become the amniotic 
sac, or “bag of waters.” The amniotic sac contains а 
clear, slightly straw-colored liquid, called the amniotic 
fluid. This fluid consists of 98% water and contains 
traces of protein, glucose, fetal lanugo (hair), fetal 
urine, and vernix caseosa (a cheesy material that covers 
the fetal skin). Examination of the amniotic fluid for 
diagnostic purposes (amniocentesis) is discussed in 
Chapter 5. Most amniotic fluid appears to be derived 
from the maternal blood. Later, the fetus also adds to 
the fluid by excreting urine into it. Some amniotic fluid 
is swallowed by the fetus and is subsequently 
absorbed by its gastrointestinal tract. The amount of 
amniotic fluid present at term varies from 800 to 
1000 mL. The presence of more than 2 L is called 
hydramnios (excessive fluid). An excess of amniotic 
fluid is associated with malformations of the fetal cen- 
tral nervous system and the gastrointestinal tract. An 
‘amount of amniotic fluid that is less than 300 mL is 
'ligohydramnios, and it is associated with renal abnor- 
malities. The functions of the amniotic fluid are listed 
in Вох 3-3. 


PLACENTA 


The pluconta is à remarkable fetomaternal organ that 
consists of both fetal and maternal sections. This organ 
permits the exchange of materials carried in the blood- 
Stream between the mother and the embryo or fetus 
(Figure 3-5). 

"The placenta formation begins at the outer layer of 
the blastocyst, called the Iroplioblastic cells. These cells 
proliferate and develop the chorionic vili (projections 
that become the major site of exchange between ma- 
temal and fetal circulation). These villi penetrate the 
decidua (lining of the uterus). The maternal vessels 
dilate around the villi and form sinuses that become 
the intervillous spaces, The chorionic villi float freely 
in а pool of maternal blood and divide repeatedly to 
form complex treelike structures in which each villus 
becomes a branch. Some villi attach themselves to the 
endometrial maternal tissue, anchoring the zygote 


* Alkows the embryo or Nus fo move about realy 

+ AED IN а ааа ازراا‎ 
or fetus 
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* Provides fluid nomeostasis for the embryo or fetus. 
® Prevents umiblical cord cempression. 
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(fertilized ogg) to the endometrium (lining of the 
uterus). The placental villi can be likened to the roots 
of plants submerged in a bow! of water in that they 
absorb nourishment from the water that surrounds 
them. The maternal blood circulates slowly, enabling 
it to be transferred across the membrane of the villi, 
absorbing nutrients and oxygen and excreting waste. 
Minimum. uierophicenlal iugo. ноя ‘ety, 
approximately 17 days after conception. As gestation 
continues, the intervillous spaces grow larger and be- 
come separated by a series of partitions or segments. 
In the mature placenta, there are as many as 30 sepa- 
rate segments, called cotyledons. Approximately 100 
maternal arterioles supply the mature placenta to 
provide enough blood for gas and nutrient exchange. 
The rate of uteroplacental blood flow increases from 
50 mL/min at 10 weeks to 500 to 600 mL/min at term. 
The maternal and fetal circulatory systems are sepa- 
rate, with an occasional break in one of the smaller 
chorionic villi, allowing some mixing of fetal and 
maternal blood products. 


PLACENTAL FUNCTIONS 


The placental functions include protection, nutrition, 
respiration, excretion, and hormone production, 


Placental Transfer 

Placental transport ot transfer involves movement of 
gases, nutrients, waste materials, drugs, and other 
substances across the placenta from materal to fetal 
circulation or from fetal to maternal circulation. Trans: 
fer can be modified by maternal nutritional status, 
exercise, and disease. Transfer can be increased by 
maternal hyperglycemia and decreased by reduced 
wteroplacental blood flow, 


Immunologic Functions. 
Immunologic functions of the placenta include pro- 
tection of the fetus from pathogens and prevention 
from rejection by the mother. The placenta allows 
most viruses, some bacteria, pollutants, and most 
drugs to cross the placental membrane. In general, 
blood cells are too large to cross unless there is a pla- 
centa) leak (break), which would allow them to enter 
fetal circulation, or the reverse (fetal cells entering 
materal circulation). Because of this, prenatal Rh. S) 
immune globulin (RhoGAM) is given to Rh-negative 
women at 28 weeks’ gestation lo prevent Rh isoim- 
munization (see Chapter 13), Some substances (eig, 
drugs and pollutants) that circulate in the maternal 
bloodstream can be teratogenic and can harm the 
fetus. Because some prescribed drugs for medical 
conditions may be harmful to the fetus, the woman 
should consult her health care provider before 
taking them. 


Bg UNIT n Development of the Fetus 


К 


Maternal circulation 


FIGURE 3-5 Placental circulation. Tha ticos cf the etus fov through the nnen arteries itc the latai solares n те ун anc then back to the fetal 
оойм ол rough he ee es vn. Matema blood i vansported by Me tna крга arterias o hà acts spaca, ало eaves by the uterine veins tO 
tetum to e rratemal Grain. Metabciic and gaseous exchange occurs as the Боос fov вісу around Ine vt Fare nd tama! blood do not ma 


орои. 


Placental Blood Flow 
Placental blood flow can be reduced if the uterine 
artery is constricted because of certain maternal dis- 
eases, such as hypertension. Substances that can cross 
the placental barrier and harm the fetus are alcohol, nic- 
tine, carbon monoxide, and some prescription and 
recreational drugs, Uterine contractions will decrease 
the amount of blood flow to the intervillous spaces be- 
cause the spiral arterioles travel through the myome- 
trium. Therefore, the uterus should be monitored for 
relaxation between contractions. Position change from 
supine to side-lying position will increase the blood 
flow. 


Placental Hormones 
Four hormones are produced by the placenta: proges- 
lezone. estrogen, human chorionic gonadotropin (hCG), 
and human placental lactogen (hPL). 


Progesterone. Progesterone is first produced by the 
corpus luteum and later by the placenta, It has the 
following functions during pregnancy: 
* Maintain the uterine lining for implantation of 
the zygote 
* Reduce uterine contractions to prevent spontane- 
ous abortion. 
* Prepare the glands of the breasts for lactation 
* Stimulate testes to produce testosterone, which 
aids the male fetus in developing the reproduc- 
tive tract 


Estrogen, Estrogen has the following important func- 
tions during pregnancy: 
* Stimulate uterine growth 
* Increase the blood flow to uterine vessels 
* Stimulate the development of the breast ducts to 
prepare for lactation 


The effects of estrogen not directly related to preg 
nancy include: 
* Increased skin pigmentation (such as the "mask 
of pregnancy”) 
* Vascular changes in the skin and the mucous 


membranes of the nose and тош! 
* Increased salivation 


UMBILICAL CORD 
The lifeline linking the f 
umbilical cord, It extends from the umbilicus (navel) 
of the fetus to the placenta. Within the cord are two 
al arteries and on 


s with the placenta is the 


umbi umbilical vein. The cord is 
embedded in Wharton's jelly, a thick substance that is 
à physical buffer to prevent kinking of the cord and 

interference with circulation. 
їп contrast to the pattern of circulation after birth, 
blood, and 


the umbilical arteries carry deoxygenate 


the umbilical vein carries oxygenated blood. Blood 
from the fetus flows through the umbilical arteries to 
the placenta, where it releases carbon dioxide and other 
waste products. The umbilical vein c деп and 


nutrients from the placenta to the fetus (Figure 3-6). 
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CIRCULATION BEFORE AND AFTER BIRTH 


Embryonic Circulation 
l fertilized ovum derives nutrition first 


joplasmic mass 


The d 


nd then from the de 


m its own с} 


a (the thicker ng of the uterus) by the activity 
of the trophoblastic cells, At approximately the fourth 


week, the embryo g 


irculation and nouris} 


from the yolk sac. Later, the fetus relies on circu 


of oxygenated blood from chorionic villi in the pla- 
centa through the umbilical vein 


Fetal Circulation 
After the fourth week of gestation, blood circulation 
is well established 


through the placenta to 
Because the fetus does not breathe, and 


(Figure 
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the liver does not have to process most waste products, 


several physiologic diversions in the prebirth circula 
tory route are needed, The three fetal circulatory 


shunts are as follows: 

1. Ductus venosus, which diverts s 

from the liver as it returns from the placenta 

2. Foramen ovale, which diverts most blood from 

the right atrium directly to the left atrium, rather 

than circulating it to 

3. Ductus arteriosus, which diverts most blood from 
the p into the aorta 


blood away 


me lungs 


Circulation Before Birth 
ated blood enters the fetal body through the 
umbilical vein. 


Oxygen: 


bout half of the blood goes to the liver 
through the portal sinus, with the remainder enterin 
the in 
Blood in the inferior vena cava enters the right atriu 
where most passes directly into the left atrium throug 


оғ vena cava thro 


gh the ductus venosus 


h 
the foramen ovale. A small amount of blood is pumped 


to the lungs by the right ventricle, The rest of the blood 


from the right ventricle joins that from the left ventricle 
through the ductus arteriosus. After circulating 
through the fetal body, blood containing waste prod 
ucts is returned to the placenta through the umbilical 


в (Table 3-1) 


Circulation After Birth 
Fetal shunts are not needed after birth once the infant 
breathes and blood is circulated to the lungs. The fc 


men o in the right side of 


m 
closes because press 


the heart falls as the lungs become fully inflated and. 


there is now little resistance to blood flow. The infant's 


blood oxygen level rises, causing the ductus arterio: 


to constrict. The ductus venosus closes when the flow 


from the ı 


al cord stops (Table 3-2), 


Closure of Fetal Circulatory Shunts. The f 
ovale closes functionally (temporarily) within 


after birth and permanently by age 3 months, The duc 


tus arteriosus closes functionally within 15 hours and 


closes permanently in about 3 weeks. The du 


sus closes functionally when the cord is cut and closes 
permanently in about 1 week. After permanent clo: 


sure, the ductus arteriosus and ductus venosus become 
li 
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Structures in Fetal Circulation 


Placenta and ^ Vessels necessary for oxygenation and 
vessels of wasta, 


Because they are functionally closed rather than per- 
manently closed, some conditions may cause the fora- 
men ovale or ductus arteriosus to reopen after birth. A 
condition that impedes full lung expansion (e g., respi- 
ratory distress syndrome) can increase the resistance to 
blood flow from the heart to the lungs, causing the 


As tho infant infates the lungs, pressure is 
feleased on the lungs’ blood vessels. 


As the blood vessels open in the lungs, 
longer 


foramen ovale to reopen. Similar conditions often re- 

duce the blood oxygen levels and can cause the ductus 

arteriosus to remain open. See Chapter 16 for further 

discussion of newborn congenital cardiac problems. 

Details concerning the onset of respirations and the 

changes in body functions in the newbom are 
discussed in Chapter 9, 


FETAL DEVELOPMENT 


‘Among factors that may affect the development of the 
embryo and fetus are the quality of the ovum and 
sperm, the inherited characteristics from the mother 
and father, the intrauterine environment, and injury 
by exposure to teratogenic chemicals. Genetic counsel- 
ing and education about any known risk factors are 
essential (see Chapter 16). Studies have shown that un- 
dernutrition in utero can result in permanent changes 
in the developing fetus that can influence the develop- 
ment of conditions such as heart disease and stroke 
later in life. 

The íetus develops in an orderly fashion. Devel- 
opmental milestones exist in fetal growth and 


development as they do in growth and development 
after birth. The three basic developmental stages 
Include the zygote (conception to second week), the 
embryo (second to eighth weeks), and the fetus (ninth 
week to birth). By the second week after fertilization, 
the ectoderm, endoderm, and amnion begin to develop. 
By the third week, the mesoderm and neural tube 
form, and the primitive heart begins to pump. At this 
time, the mother may first recognize she may be preg- 
rant. Neural tube defects can be prevented by folic 
acid supplements, which are very important during 
the first few weeks of pregnancy. By the end of the sev- 
tenth week, the beginnings of all major fetal organs and 
systems are present. At first, the functions of most 
organs are minimal; however, by the end of 9 months, 
the fetus is prepared structurally, functionally, and 
metabolically for extrauterine life, 


Folic Acid Supplementation — 
Кою acia supplements can prevent most neural tube Gelects. 
Buch as spinu bida. Because it is possible for a neural tube de- 
fect to occur before the woman knows she is pregnant, eariy 
prenatal care and good nutrition for all women during the chüd- 
bearing years are important. 


The mostcritical time for fetal development is the first 
В weeks; this is called the organogenesis period, In ad- 
dition, each organ has a critical period when insults, 
such as teratogenic agents (agents in the environment 
that cause damage to the developing fetus), can easily 
cause physical and functional defects (Figure 3-8). The 
potential for harm caused by materna! malnutrition, 
thronic and acute diseases, and teratogens, such as 
drugs, continues until birth. Teaching the pregnant 
‘woman about maintaining her health, avoiding terato- 
gens, and protecting her unborn infant is an important 
nursing responsibility, The growth of the fetus is limited 
by the nutrients and oxygen received from the mother, 


Good Health Practices _ = 
A mother's ability to nourish ner fetus is established in her own 
fetal Me and by пег adult nutritional experience, Therefore, 10 
prevent lines in the next generation, there must be в focus 
оп the Det practices of this generation. 


A healthy mother can produce a healthy child who is 
less prone to develop illness. Part af the goal of Healthy 
People 2020 is to enable all people to develop a healthy 
lifestyle so that, as parents, they can nourish and parent 
healthy children for the next generation (U.S. Depart- 
ment of Health and Human Services, 2010). 

At the fourteenth week, fetal movement in response 
fo stimuli cannot be felt by the mother, and, by 
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20 weeks’ gestation, the fetus may survive outside of 
the uterus. (This is called the age of viabillty.) However, 
special сате in the neonatal intensive care unit (NICU) 
isrequired, and many preterm infants born at this stage 
do not survive for long, Surfactant, which helps keep 
the alveoli in the lungs open during respiration, is 
minimal even at 28 weeks’ gestation (see Chapter 15). 
At 40 weeks’ gestation, the fetus is considered full-term 
and ready to be born. Table 3-3 describes and illustrates 
thegrowthand development that occurs during fetal life. 

The fetus that is bom past 42 weeks’ gestation is 
termed postterm or postmature. The postterm infant 
typically has long nails, an abundance of hair on the 
head, a diminished amount of vernix caseosa, dimin- 
ished adipose tissue, and dry, peeling skin, A major con- 
cern in postmaturity is the decreased efficiency of the 
aging placenta, As the placenta ages, the fetus often is 
deprived of essential support, such as adequate oxygen- 
ation and waste removal. Therefore, the postterm infant 
is at risk for having life-threatening problems. Care of 
the postterm newborn is discussed in Chapter 15. 


MULTIFETAL PREGNANCY 


А multifetal pregnancy is one in which more than one 
fetus develops in the uterine cavity at the same time, 
Twins can be classified as monozygotic (identical 
twins) or dizygotlc (fraternal twins). 


MONOZYGOTIC TWINS 


When twins result from the splitting of one fertilized 
egg (monozygotic), they are called identical twins, 
They are produced from the fertilization of a single 
ovum by one sperm, The ovum splits into two identical 
monozygotes sometime before the fifteenth day of 
gestation (Figure 3-9), If this division is incomplete, 
conjoined (formerly called Siamese) twins will result, 
The amniotic sacs and placentas may be shared or 
separate. These twins are always the same sex and 
are mirror images of each other, 


DIZYGOTIC TWINS 


If two ova are fertilized by two sperm, fraternal, or 
nonidentical (dizygotic), twins will result. Each fetus 
has its own amniotic sac and placenta. The twins can 
be the same sex or opposite sexes, The resemblance 
lo each other is no closer than to other siblings. The 
use of fertility drags and in vitro fertilization has 
increased the incidence of multifetal pregnancy (twins, 
triplets, quadruplets, etc). The incidence is also 
increased in women who are older and have a higher 
parity (see Chapter 14), 

Many twin or higher multiples are born prematurely 
because the uterus becomes overdistended. The pla- 
centa may not be able to supply sufficient nutrition to 
both fetuses, resulting in one or both twins being smal- 
ler than expected, 
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BD UNIT II Development of the Fetus 


D 


N 


9 s 
(чәге u) pouag эло VEN 


LENGTH AND WEIGHT 
3.5-4 mm (0.137-0.157 
inches) 0.4 g (0.0008 lbs) 


permotus 


30 mm (1.18 inches) crown lo 


Sex organs fom. 
Beginnings of most extemal and intemal structures are 
formed. 


Enters fetal period. 


‘Genitalia aro visible during ultrascund imaging, and leg 
Tump 260 g (0.573 bs) movements may be tet by the mother. 


28 cm (11.0 inches) crown to. 


; heel 780 g (1 lbs, 1002) 
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LENGTH AND WEIGHT DEVELOPMENT —— a= = 
38 ст (15 inches) crownto Fetus assumes stable (cephalic postion in utero: 
hoel 1260 g (2 lbs, 10.02) Gentral nervous system is functioning: 
‘Skin is less wrinkled because of subcutaneous fat. 
Spleen stops forming blood cells: bone marrow starts 
to form blood celis, 
increased surfactant is present in lungs. 


48 cm (19 Inches) crown to 
ме 2500 g (5 Ibs, 12 oz) 


Data кот Patton, K. T,, В Тобы, 8. A. 201: Anatomy and олумду (TT ed. BL Lou. Most. Moot, К. L., & Pwsaud T. V. N: O08, The онокот human 
ISP ed ranae lauren. бийм, & (2007) Mara. Jew, ang naorwta олоон А саса peripecive Ord v) тарда. Saunders: A Moon. X L 
Pur, T V. N. A Snot 0000, Ca ати of circa amtryoogy nc ed. sees Saunders 
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Amniotic 
caves 


A B 


FIGURE 3-9 Multiple births. A, seca (monozygotic) wins develop wnan the embryonic tissue from a eig egg spits ts Кут two inis. 
The placenta is shared by the twine. B, Fratemal twine dizygotic davelop whan two cerent ova are fertiizadi by we sacarate sperm producing 
‘separate zygotes. Each tain has its own placenta, amnion, and choron. 
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Additional 


+ A new human Ме begins with the fusion of a sperm and 
‘ovum, 

* What we inherit from our parents is determined by genes 
‘contained in chromosomes, which are located within the 
nuclous of each body cell. 

* Chromosomes are located in the cell nucleus and are 
made up of long chains о! building blocks of DNA. Genes, 
а Segment of the DNA chain, are coded for inherited traits. 
їп the tiny gene, four-protein molecules (A, T, C, and G) 
сату dominant and recessive traits, 

* Every soma (body) cell has 46 chromosomes arranged in 
22 pairs o! autosomes and one pair of sex chromosomes 
(one from each parent) within the nucleus. 

* The determination of fetal sex depends on whether the 
female X chromosome unites with the X or Y chromosome 
from the male. An XY match produces a male, and an XX 
match produces a female, 

* Fertilization (fusion of the nuclel of the sperm and ovum) 
normally takes place in the outer third of the fallopian tube 
{uterine tube) 6 to 24 hours alter ovulation, 

+ Approximately 2 to 3 weeks after fertilization, three cell 
layers form the ectoderm, mesoderm, and endoderm. 
Those cell loyers later differentiate to become all of the 
{issues and organs of the embryo. 

‘+ Embryonic membranes are the amnion (inner layer, which 
contains amniotic fluid and the embryo) and chorion (outer 
layer that encloses the amnion). 

* Tho preembryonic period begins with conception and ends 
at 3 weoks' gestation, Early organ formation occurs, 

* The ambryonic period lasts through В weeks’ gestation, 
with continued development of organs with limited 
function, Teratogenic agents are most likely to disturb 
development and cause damage to the embryo during the 
fest 8 weeks of gestation. 

* The fetal period (9 weeks unti birth) is when the organs 
‘continue to develop, and the body systems get ready for 
‘extrauterine ife, 

+ Tho placenta is an organ that provides for fetal respiration, 
nutrition, and excretion. It is also a temporary endocrine 
Gland, producing progesterone, estrogen, hCG, 
and hPL, 

* The umbilical cord contains two arterios that сату 
deoxygenated blood away from the fetus and one vein that 
‘carries oxygenated blood to the fetus. The cord Is 
embedded in Wharton's jelly, which prevents kinking, 

* The placenta, umbilical cord, and fetal circulation support. 
fetal growth and development. 

* Changes in fetal circulation at birth include closing of the 
ductus arteriosus, ductus venosus, and foramen ovale, 
Which occurs as the umbilical cord is cut and blood flows to 
the lungs for oxygenation. 

* Muhifetal pregnancy means that more than one fetus 
develops in the uterus at the same time. 

* Identical twins develop from a single fertilized ovum, and 
nonidentical (or fraternal twins occur when two ova are 
fertilized by two separate sperm. 
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1. Spiral structures found within the nucleus of each cell 
made up of building blocks of DNA are: 
1, Genes 
2. Chromosomes 
3. Gametes. 
4, Molecules 


2. The amount of amniotic fluid normally present at term 
is approximately: 
1. Less than 300 muntere 
2. 1000 milters 
3. 2 ers 
4 4 titers 


з. The umbilical vein; 
1, Prevents kinking of the umbilical cord 
2. Carries deoxygenated blood 
3. Сатов oxygen and nutrients from the placenta to the. 
fetus. 
4. Releases carbon dioxide and other waste products 


4. The nurse tells a pregnant patient that tha fetus is first. 
capable of surviving outside of the uterus at: 
1, 8 weeks! gestation 
2. 10 weeks’ gestation 
3. 16 weeks! gestation 
4, 20 weeks’ gestation 


5. The fetal heartbeat is first detectable on sonography 
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6. The placenta's function(s) include: (Select all that apply.) 


4 
5. Hormone production 


7, Amniotic fluid has which function(s)? (Select all 
that apply.) 


4. Fetal oxygenation and exchange of waste products. 
2 Formation 


1. The embryonic period presents the greatest risk of 
cell injury (by teratogens) to the embryo. What 
E ju Vel in & pua eats A 


2. A prenatal patient at 18 weeks' gestation asks you how 
‘and when the sex of the baby le decided. What would you. 


Jnit IM 


Pregnancy 


^ Define key terms Isted. 

2. Calculate the oxpected date of delivery and duration ot 
pregnancy 

3. Retale ће difference between probable, presumptive, and 
positive signs of pregnancy. 

4. Outing the physiologie changes in pregnancy, 

5, Explain how pregnancy affects blood volume and blood 
plasma. 

6. Describe aortocaval compression or supine hypotension 

during pregnancy. 

Explain why frequency of urination occurs early and ate in 

pregnancy. 


Key Terms 

Braxton Hicks contractions (p. 50) 

êhloasma («%-А2-тё, p. 53) 

colostrum (ko-LOS-trim, p. 50) 

diastasis recti abdominis (di-ÀS-tà-sis 
RÉK-füb-DÓM-inis, p. 53) 

effacement (SFAS-mênt, с, £0) 

lightening ip. 50) 

lordosis 0. O0. 6 p. 53) 


8. Recognize the changes in skin pigmentation during 

pregnancy, 

e. Discuss the influence of pregnancy on the skeletal 
system. 

10. Differentiate tne risk categories assigned to drugs as they 
relate to use during pregnancy 

11. Summarize the peychologicel changes that осо during 
prognancy. 

12. Describe the developmental tasks cf pregnancy, 

13. Discuss the impact and special needs О! pregnancy on the 
adolescent, single parent, and extended tam 


Nügele's rule inigt-o, p. 44) 

‘orthostatic hypotension (or-Int-STÁT-ic oc 
TÉN-shün, p. 50) 

‘striae gravidarum (STRI-à ip. 54) 

‘supine hypotensive syndrome (500-11 H-pà- 
N p. 51] 

trimesters ff ES. at p. 44) 


The nurse and other caregivers need to understand the 
physiologic and psychological changes that occur dur- 
ing pregnancy to promote health and prevent compli- 
cations. Also, the nurse should know appropriate 
nursing and medical interventions for the uneventful 
(normal) pregnancy. Because culture often determines 
health beliefs, values, and family expectations, the as- 
sessment of cultural beliefs is important to include in 
patient care. With this knowledge, the nurse can de- 
velop adequate nursing care plans that include nursing 
diagnoses, nursing interventions related to body 
changes, and appropriate outcomes. Patient self-care 
should be a part of the care plan. 


TERMINOLOGY 

Understanding terms used to describe the pregnant 
woman is important in studying maternity care. Com- 
monly used terms include: 


Ante: before 

Antepartum: time before delivery 

Gravida: any pregnancy, regardless of duration, in- 
cluding the present one 

Prenatal: time before birth 

Nulligravida: a woman who has never been pregnant 

umber of births after 20 weeks’ gestation, te- 
gardless of whether the infants were born alive or 
dead (multifetal pregnancies are considered a 
single birth) 

Preterm: a pregnancy that ends after 20 weeks’ and 
before 37 weeks’ gestation 

Postterm: a pregnancy that goes beyond 40 weeks’ 
gestation 

imigravida: а woman pregnant for the first time 

Multigravida: a woman who is in her second or a 
subsequent pregnancy 

Nullipara: a woman who has not given birth at 
more than 20 weeks’ gestation 


аз 
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Primipara: a woman who has given birth to a fetus 
(dead or alive) that had reached at least 20 weeks! 
gestation 

Multipara: a woman who has given birth two or 
more times to fetuses that had reached at least 
20 weeks’ gestation 

Stillbirth: fetus born dead after 20 weeks’ gestation 

EDD: estimated date of delivery 


PROFILE OF PREVIOUS OBSTETRIC HISTORY 
GTPALM is а mnemonic (an aid to memory) that 
is commonly used for recording, with the use of short- 
hand symbols, a woman's pregnancy history (Box 4-1). 
It provides a systematic, quick way to indicate the 
number of pregnancies the woman has had, as well 
as the outcomes. The letters indicate the following: 
G, gravida; Т, term pregnancies; P, preterm births; 
A. abortions; L, number of living children; and M. mul- 
tiple gestations and births. For example, a pregnant 
woman who has four living children, all single births, 
and who has had no preterm births and no abortions 
‘would be a gravida 5-4-0-0-4-0. 

Some institutions use only two letters, Р and G, to 
indicate para and gravida. A woman pregnant for 
the first time would be PO, G1. 


After the diagnosis of pregnancy, the woman's ques- 
tion usually is, "When is the baby due?" In the past, 
the term estimated date of confinement (EDC) was used 
to describe the time of birth as а period of confinement. 
Currently, the term estimated date of delivery (EDD) is 
considered the more accurate term. Some texts, how- 
ever, also use the term estimated date of birth (EDB). 
Therefore, EDC, EDD, and EDB are interchangeable 
terms that refer to the expected time of labor and birth. 
This text uses EDD. 

"Nágele's rule is a method for obtaining an EDD 
(Box 4-2). To calculate the EDD, identify the first day 
of the last normal menstrual period (LNMP), count 


ра фи ынга ate Wee ease 


Ө: gravida (total number of 
pregnancy) 


Meaning current 


Nágele's Rule to Determine Estimated 
Date of Deliver 


| 3. Determine first cy of last normal menstrual period 
monins 


2, Count back 3 
3. Ad T days. 
4. Comet year If needed. 


backward 3 months, and then add 7 days. An example 
is as follows: 

1. First day of LNMP: November 18 

2, Minus 3 months: August 18 

3. Add 7 days: August 25 

The average duration of pregnancy is approxi- 
mately 280 days. This period is calculated in 28-day 
months, called lunar months. There are 10 lunar 
months (40 weeks, 280 days) in a full-term pregnancy, 
Which is approximately the same as 9 calendar months. 
For convenience, the 9 months of pregnancy are 
divided into three trimesters, each generally repre- 
senting а 3-month period. Although most women 
refer to their pregnancy in terms of months, the med- 
ical community refers to pregnancy in terms of weeks, 
The first trimester is considered the first 14 weeks, the 
second trimester is 15 to 28 weeks, and the third 
trimester is 29 weeks to delivery (Gabbe, Niebyl, 
& Simpson, 2007). 

Not all pregnancies continue to term (40 weeks). 
А pregnancy that terminates before the fetus reaches 
20 weeks’ gestation is called an abortion (laypersons 
use the term miscarriage), A pregnancy that termi- 
nates after the age of 20 weeks but before full-term 
is called a preterm (premature) birth. A pregnancy 
that terminates 2 weeks after the EDD, or 42 weeks” 
gestation, is called a postterm birth. 


It is important to establish the diagnosis of pregnancy 
or fo contirm that the woman is pregnant. Many signs 
of pregnancy assist in the confirmation. These signs 
are divided into the following three categories: (1) pre- 
sumptive signs, which suggest pregnancy; (2) proba- 
ble signs, which indicate that the woman is probably 
pregnant; and (3) positive signs, which give definite 
evidence that the woman is pregnant (Table 4-1). The 
three positive signs are the only signs that clearly es- 
tablish a diagnosis of pregnancy. They are hearing fetal 
heart sounds (Figure 4-1), which are audible by a 
Doppler device by 10 to 12 weeks’ gestation; palpating 
active fetal movements; and visualizing the fetus via 
ultrasound. The gestational sac can be detected as early 
as 10 days after implantation. Many of the signs and 
symptoms that are present in pregnancy also may be 
present in other conditions. 

In recent years, the accuracy of pregnancy tests has 
improved. These tests are based on the presence of the 
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Cessation of menses; often the frst sign of pregnancy 


‘Nausea and vomiting Occurs during first trimester in 50% of pregnancies: 


called “moming sickness" because it is usually infections 
present in moming 
‘Urinary frequency —— Related to pressure on bladder. _ Urinary tract infection. a 


Fatigue Noticed during early pregnancy by many women Response to increased hormones or 


= = depression. 
Quickenng Feeling of sight, futtery movements of fetus at about Gas movements within bowel or 
18-20 weeks of pregnancy. Increased peristalsis 


Breast ien es Tenderness and tingling caused by hormonal changes: 


Uterine enlargement Enlarged abdomen occuring as a result of growth of 


uterus trom fetal growth — 
‘Pigmentation Darkening of skin such as linea nigra on abdomen and Hormone stimulation related to а. 
changes ol nipples and ureolae because of hormonal increase medical condition 
Googell's sign Softening of cervix. Estrogen related to oral contraceptives 
‘Hegar's sign ‘Softening of lower portion of uterus "Abnormal hormonal actly 
Chadwick's sign Bluish purple discoloration of vaginal mucous: Pelvic congestion due to infammation 
d MEN TOM ие 
e 
Bolottement Rebounding of fetus in amniotic fu felt by examiner ‘Uterine polyps or ascites 
Ss during pelvic examination s E = 
Braxton Hicks. Painless, «regular uterine contractions; may be fet by — ‘Medical condition such as fibroids 
contractions. the women as a tightening across the abdomen. 
ree is ind Presence of human chorionic gonadotropin indicative. 
‘of pregnancy 


‘One of three signs that clearly estabish а pregnancy: 
Visualization etal heart sounds heard, fetal movements palpated by postive sọn of pregnancy 
the examiner, and fetal outline visualized by ultrasound 


hormone human chorionic gonadotropin (hCG), 
which is produced by the chorionic villi of the pla- 
centa. It is present in а pregnant woman's urine or 
blood as early as 1 week after conception. Home preg- 
nancy test kits are uncomplicated and convenient and 
are capable of greater than 97% accuracy; however, the 
instructions must be followed precisely to obtain this 
accuracy. Pregnancy test kits are probable indicators 
because several factors may interfere with their accu- 
racy, including medications such as antianxiety drugs 
or anticonvulsant drugs, blood in the urine, malignant 
tumors, and menopause, 


PHYSIOLOGIC CHANGES IN BODY SYSTEMS 


Many physiologic changes occur during pregnancy. 
FIGURE 4-1 The tatai neart is асв ey Оссо ufrascund by 101 Because of these changes, a number of minor symp- 
12 weeks’ gestaton апа а checked at wc prenatal vist Hera the от or discomforts result. Most of these discom- 
та een heps he oer совр! he really of her pregnancy, forts do not require medical treatment. However, 
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they do require evaluation, explanation, and re- 
assurance to allay fears and anxieties. Many dis- 
comforts during pregnancy can be alleviated by 
relatively simple nursing care, including patient 
self-care instruction, 

The two major sources of the physiologic changes 
during pregnancy are changes in the endocrine system 
and the physical changes in the body. The hormonal 
changes and mechanical pressures that occur from 
en enlarging uterus account for many of the 


physiologic changes and psychological adaptations 
that occur during pregnancy (Table 4-2). 


CHANGES IN THE ENDOCRINE SYSTEM 

The dramatic increase in hormones during pregnancy 
affects all body systems. Hormones are essential to 
maintain pregnancy. Most are produced initially by 
the corpus luteum and later by the placenta. The most 
striking change in the endocrine system during preg- 
nancy is the addition of the placenta as a temporary 


Teach pationt how to rise slowly rom prone postion. 
Teach patient how to copa with nausea without 
medication: 


hormone muscles can cause "heartbum." 
'Sensitvity to odors increases. + Use . 
‘deepens on face Discuss body changes and reassure patient that 
{chioasma) and оп abdomen (inea тоё pigmentation wil fade after puererium. 
‘Abdomen enlarges at end of frst fesch methods to minimize fetal problems: 
trimester when uterus risas out of VF 
Small weight gain occurs. * Discuss the etfect of medications and herbs 
on fetal development, 

* Discuss nutritional and folc acid needs, 
сопіс ot caffeine intake in second and 
third vimesters, and omoga-3 fatty acid 

Facilitate communication with partner соломі] 
ters Боў to enlarge. raged vers presses on badder Discuss efecto frequency of ration on eel 
and actives, 
For fathers, the announcement Parents adjust to the realty of Review father's or partner's role and mother's 
phase begins when pregnancy is pregnancy. responses, 
| folowed by. Reter to ав needed. 
adjustment phase, and, fall, Assess for misinformation and knowledge deficit 
‘the focus phase in third trimester Help parents identify concerns. 


‘Blood volume increases in placental 
bed. 


Answer questions. 
Discuss care of stings, ole cf grandparents, etc. 


Teach patient how to minimize risk of habitual. 
‘abortion between third and fourth months when 
placenta begins to take over, 


(Occasional pain n groin area occurs. 


Teach patient Kegel exercises to strengthen pelvic 
muscles. 


Vascularty of pelvis increases Sexual pleasure and desire Increase. 
‘White discharge may occur. 
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Teach patient to change positions slowly and to. 
‘avoid warm, crowded areas. 


8 
Teach patient how to prevent constipation, 
‘teach change in stool color curing iron therapy: 
Test for sugar in urine and require glucose 
olerance test in second trimester to rule out 
dabetes. 


gestational 

Teach patient hygienic measures when high 
glucose is present (front to back wiping: 
wearing cotton panties). 

‘Teach patient proper shoe heal Height to avoid 


Enlarging uterus compresses Leg muscle spasms occur, especialy Опеск for Homans’ sign. 
recining, 


nerves supplying lower when Teach part how t dort tha foto hep 
rohove spasms. 
Decreased calcium levels and Abnormal laboratory rogus. Tee оа alumnum пукове gel to GOCE 
phosphorus levels are phosphorus level f elevated (when 
recommended by heal care provee. 
Decreasing cardiac reserve and Physiologic stress is possible 1t Teach patient to moniter pulse 
effort start exercise levels are not decreased. J leach patient that 
late in the second тезе. to Converse without taking frequent 
breaths is a sign of physiologie 
‘Teach patent to stop exercising If numbness, 
n. or dizziness occurs. 
Hormonal influence causes "id to. Mood swings occur. Prepare spouse or significant other and (атчу 
соте to Ine surface. for mood swings, behavior, and 


[Levels of relaxin homone increase, Sphincter of stomach relaxes, and Teach patient how to pravent constipation, 
‘gastrointestinal motity is slowed. — instruct patient to increase flu intake and avoid 


 gos-tcrming foods. 

Increase in estrogen causes Skin itches. Teach patient lo weer loose clothing, shower 
increased excratory function of frequent, and use mild soaps and ols for 
the shin, comfort. 

‘Anterior pituitary secretes ‘Skin pigmentation deepens. Prepare patient to anticipate development ot 

spider nevi ала skin 
З Reassure patient that most fade after the 
puerperium, 

Estrogen levels increase. Increased estrogen Teach proper oral hygiene techniques. 


MATERNAL CHANGES ‘SIGNS AND SYMPTOMS - NURSING INTERVENTIONS AND TEACHING 
Pituitary gland secretes prolactin. Colostrum leaks trom nipples and fesch patient to cleanse nipples to keep ducts rom 
sometimes cakes. being blocked by colostrum. She should avoid 
Breasts enlarge. soaps, ointments, and alcohol that dry skin. 
Teach patient not to stimulate nipples by massage 
ог exercise because doing зо may increase the 
‘isk for preterm la 
1 Fingers tingle Teach patient proper 
caused by drooping of shoulders Ercoumpe he Lee ol a икро ery bra 
‘as breast size mess 
Placental barrier alows certain Some medications can pass through Adiee pert no viro and ot ow Fea 
‘elements and organisms to раве. the placental bamer and cause with medications. Teach patients to avoid 
‘through to the fetus. fetal detects, Certain jobs (e.g., working as а parking 
attendant, in à cry clearing plant, or in û 
chemistry laboratory). | 
‘Travel during Traveling to Countries that have Advise patient 
Lowered oxygen levels can cause endemic diseases can have Most commercial airines have cabin 
bed negative effect on fetus; certain ‘controlled at or below 5000-1 level and 
active immunzations should be therefore do not pose a risk to the fetus. 
Platelet levels incroase. Women are prona to Encourage patient to keep hydrated because 
‘thrombophlebitis if they are. of low cabin humidity in airplanes and to 
inactive for long periods. move around to help prevent 
thrombophlebitis 
Fotol growth continues. Mother feels signs of Me; fetus moves. 
Maternal weight gain of 0-22 kg Teach proper nutriton to foster fetal 
(20-25 growth without adding extra “ompty” 
Encourage patient to attend chiibith or 
classes. 
Colostrum forme. SEAGER иш та Rf AU PEPE Ae 
work, 
Teach patient care of nipples. 
Introduce ripple pads. 
Teach patient to avoid ripple stimulation to 
prevent preterm labor. = 
Increased estrogen levels causes Мосо changes Professional singers may lose voce quality. 
бота of larynx, Patient tres easly. Teach patent la need Yor fest porode 
Maximum increase In cardiac Maximize cardiac output when Teach patient signs of gestational hypertension, 
‘output (crease in stroke woman les on her side. ‘and assess water retention. 
volume) occurs. 
Edema of hands ang wrists is Risk for carpal tunnel syndrome Elevate hands: decrease repetitive motion 
possible. incronsos. асймбез. 
Uterus increases in эге. Pressure on stomach occurs. Discuss how fo cope with decrease in appetite. 
and shortness of breath, 
Pressure on diaphragm occurs. esch “tak test” for sell-evaluation of exercise 


tolerance to prevent fetal hypoxia (must be able 
Хо finish a sentence belore taking а breath). 


Venous congestion increases. Teach patient how to avoid constipation and leg 

varicosities, 
Swen to Braxton Hicks Fetal nead may engage (uterus Teach patient the sions of labor and when to come. 
contractions drops) (кітап). ло hospital, Offer tour of labor and delivery unit, 


FI is at the surface, Review labor management leamed in prenatal 
Woman becomes self-centered and classes. Discuss siblinn care and sunoort. 
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endocrine organ whose role is to produce large amounts 
of estrogen and progesterone to maintain the pregnancy 
(as well as hCG and hPL [human placental lactogen]). 

Table 4-3 highlights the major hormones and their 
influence during pregnancy. The hPL increases mater- 
nal insulin resistance during pregnancy, providing the 
fetus with glucose needed for growth. 


CHANGES IN THE REPRODUCTIVE SYSTEM 
Uterus 

The uterus changes dramatically during pregnancy. 
Before pregnancy, the uterus is a small, semisolid, 
pear-shaped organ weighing approximately 60 g (2 oz). 
At the end of pregnancy, itis a thin-walled, muscular 
container housing the fetus, placenta, and amniotic 
fluid that weighs approximately 1000 g (2 Ibs, 3 02). 


This enlargement is primarily the result of an increas} 
in size of preexisting muscle cells (hypertrophy) anc 
the formation of new cells (hyperplasia). The eas: 
with which the fetus can be palpated through thy 
abdominal wall indicates its thin structure. 

The circulatory requirements of the uterus greatly 
increase as it enlarges and the fetus and placenta de 
velop. The growth of the uterus is stimulated by hor 
mones (estrogen and progesterone) and by pressun. 
of the growing fetus against the uterine wall. 

The growth and position of the uterus provide use 
ful information about fetal growth. The position о 
the uterus helps confirm the EDD. For example, by 
12 weeks’ gestation, the uterus can be felt above thi 
symphysis pubis, and at 20 weeks, the fundus is nea 
the umbilicus. By 36 weeks, the fundus is at its highest 


Maintains 
inhibits uterine. 


Produced by corpus luteum and ovary and later by placenta. 
endometrium for implantation. 


preventing abortion 
F 
S heartburn, varicosibes) 


placenta takes over 


Thyroxine (Ta) ... ка po n рч erie 
а basal metabolic rite 23% during pregnancy 
Human chorionic ETSITUEUTUPETETU m 
gonadotropin (hCG) Stimulates progesterone and estrogen production by corpus luteum to maintain pregnancy unti 


Used in pregnancy teste to determine pregnancy state 


Human placental lactogen Produced by placenta. 
(Р); also called chorionic Affects glucose and protein 
‘somatomammotropin 

ee 


metabolism 
Has a эое обоз оюма отоло gece o stile prora and hres узт 


Melanocyte-atimulating Produced by anterior pituitary gland r 
hormone Causes pigmentation о skin o darken; resulting ki brown patches on face [cioaem lesa, 
FF darkening of moles and freckes, and darkening, 
of nipples and 
Rear F 
боров colagin cas cornice Мех le mo PMʃßͤꝓ³ o E 
ro 
Prolactin Prepares breasts for lactation 
Gen Produced by posterior pituitary gland 
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at the xiphoid process of the rib cage (see Figure 5-3). 
By 40 weeks, the fetus descends, with the fetal head 
entering into the pelvis (lightening occurs; see Chapter6). 

Early in pregnancy, irregular, painless uterine con- 
tractions (Braxton Hicks contractions) occur, As preg- 
nancy progresses, these contractions help move the 
blood through the placenta to the fetus. They can be 
mistaken for labor contractions, especially near term. 


Cervix 
The cervix of the uterus becomes shorter and softer 
during pregnancy. These adjustments prepare the cer- 
vix for thinning (etfacement) and enlargement (dila- 
Чоп) of the opening, which are necessary to permit 
the fetus to pass from the uterus at birth. The softening 
of the cervix is caused by (1) a hormonal influence that 
causes an increased blood supply and (2) an increase in 
secretions from the cervical glands. The secretions 
from the cervical glands form a mucous plug in the сет- 
vical canal that acts as a barrier to prevent organisms. 
from entering the uterus. The mucous plug is usually 
expelled from the vagina during labor. 


Ovaries 

During pregnancy, follicles in the ovaries cease to 
develop to maturity. Ovulation does not occur. The 
Corpus luteum persists and produces estrogen and 
progesterone for the first 7 to 10 weeks’ gestation to 
maintain (he pregnancy until the placenta develops 
and can take over hormone production, The corpus 
luteum of pregnancy also secretes the hormone re- 
1ахїп, The role of relaxin, along with placental proges- 
terone, is thought to be relaxing the symphysis pubis 
and other pelvic joints and ripening (or softening) 
the cervix in preparation for labor. 


FIGURE 4-2 Striae and pigmentation of breasts. Мста the darkened 
‘Dgmentaten ot weoise anche pink «ıe ines at ihe base of the roasts 
TT 
Pigmentation wil dieaceaar aftr pregnancy) and siran wi fada rro 
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Vagina 

The changes that occur in the vagina prepare it for 
the tremendous stretching necessary for the birth of the 
baby. The proliferation of cells and hyperemia of the 
vaginal connective tissue cause the vaginal walls to be- 
come thickened, pliable, and expandable. As the mucosa 
thickens, the vaginal rugae (folds) become prominent. 
The vaginal discharge increases, bringing on greater 
amounts of glycogen. This presents an increased risk 
fora vaginal infection and favors the growth of the yeast 
Candida albicans. However, as the pH of the vagina de- 
creases, the acidic conditions work to prevent growth 
of harmful microbes typically found in the vagina. 


Breasts 
Several hormones, including estrogen, progesterone, 
prolactin, and hPL, interact during pregnancy to 
prepare the breasts for lactation (milk production), 
Estrogen and progesterone seem to be the most impor- 
tant, The breasts rapidly enlarge in the first 8 weeks, 
mostly from vascular engorgement Thereafter, the 
breasts enlarge progressively throughout pregnancy 
аз а result of ductal growth stimulated by estrogen 
and alveolar hypertrophy stimulated by progesterone, 
The breast changes during pregnancy can be sum- 
marized as follows: size increases; breasts become full, 
sensitive, and tender; the pigmentation of the areola 
and nipple darkens; and Montgomery's glands be- 
come more prominent and lubricate and protect the 
nipple in preparation for breastfeeding. Striae may oc- 
cur (pinkish-white lines caused by stretching of the 
elastic tissue as the breasts enlarge). Striae will fade 
into silvery strands after pregnancy (Figure 4-2), 
Colostrum—a thin, yellowish fluid (premilk fluid)— 
begins to be excreted by the breasts as early as the tenth 
week of gestation and continues until approximately 
the third postpartum day, when itis replaced by milk. 
Lactation is initiated by the profound drop ín estrogen 
and progesterone levels after delivery of the placenta, 
allowing an increase in prolactin levels. Prolactin is 
responsible for milk production. 


CHANGES IN THE CARDIOVASCULAR SYSTEM 
The cardiovascular system exhibits profound changes 
during pregnancy (Table 4-4). These changes are essen- 
tial to deliver oxygen and nutrients to the growing fe- 
tus and the enlarging uterus. Blood must be delivered 
into uterine vessels at pressures sufficient to meet the 
requirements of the placental circulation, which is nec- 
essary for an adequate exchange of oxygen between 
mother and fetus. 

Orthostatic (a decrease in blood pres- 
sure occurring when moving from a recumbent to 
an upright position) may cause faintness due to a tem- 
porary decrease in cardiac outpul. As pregnancy pro- 
gresses, the vena cava can be cum to some 
degree if the pregnant woman lies on her back, which 
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in the Cardiovascular 
PHYSIOLOGIC CHANGE SIGNIFICANCE 
Heart is displaced by elevation of diaphragm. Palpitations, benign arrhythmias, and systolic murmurs result from change 
in position of heart. 
E a SSS 
Cardiac output increases. “Cardiac output, or volume of blood injected into the system, is 
FEC 
Boos бон increases in skin. ‘Warmth, moist s, and nasal congestion are experienced. | 
‘Blood flow increases to kidneys. ‘Removal of waste products improves tor mother and fetis. 
Pulse rate and stroke volume increase. Pulse rate increases approximately 10-20 beats/minute, and the amount of 
blood ejected into the circulation with each heart beat increases. 
Blood volume increases 30% 10 45%, Blood volume increases early in pregnancy begins at roughly 10 weeks and 
E 
Blood volume increase meets circulatory and nutritional needs of maternal 
and fetal tissues. 
‘Plasma and red blood volumes increase. Plasma volume increases more than red сөй mass, causing hemoglobin 
апа hematoont levels to fall; oral supplementation of 60-80 mg/day of 
‘elemental iron is routine. 
!f hemoglobin level drops below 11 g/dL or hematocrit level below 35%, he. 
. patient should ba evaluated for anemia. 
White blood cell count increases. — дали actin, Infection, the increased white blood cel 
{average »-15,000/mm*).. ‘count during pregnancy makes it difficult to detect infection; the level 
retums to normal approximately 1 week after delen. 
| Blood citing factors increase. “Ths provides rapid blood clotting mechanism of placental ste when 
‘expetod, increasing risk of postpartum embolism: therefore women are. 
ote ts атлет acaba). 
Femoral venous pressure increases. Enlarged uterus places pressure on veins of lower extremities, and 
— ic д ‘stagnation of blood in lower extremities may occur. 
Compression of the inferior vena cava in the hypotensive syndrome may occur; women are Instructed toe or 
third trimester by gravid uterus can decrease: the left side and to not lie flat on their backs, 


—— کے 
Decrease in cardiac output тау occur when a‏ 
woman mavas rapidly from a recumbent о an‏ 


. ÜOrthastatic hypotension may occur. 


Se Mn a 
Blood pressure does nol increase, 


“An arbitrary upoer imi of normal ig 140/90 mm Hg: an increase ot 230 mm 
F 
potential hypertensive бео. 


Pressure rom enlarged uterus Causes obstructed Уайсова veins develop in the vulva, anus (nemora), and legs. 


‘venous retur, and progesterone causas 
relaxation of muscles. 


can decrease cardiac output. This is called supine 
hypotensive Or aortocaval compression 


Fr 
decreases blood 


CHANGES IN THE RESPIRATORY SYSTEM 
‘Thoracic circumference increases during 


syndrome 

(Figure 43). Cardiac output doubles, and there is a 
30% to 45% increase in blood volume (Blackburn, 
2007). Ten percent of the maternal cardiac output is 
channeled to uterine blood flow in the third trimester. 
Cardiac output is best when the woman lies on her 
side. The greatest increase in cardiac output occurs 
during labor and delivery. An increase in various clot- 
ting factors and fibrinogen protects the woman from 
excess bleeding during and after birth but makes the 
woman more vulnerable to blood clotting events 
(thrombus formation), Other changes in blood values 
are listed in Table 4-5. 


because of the relaxation of the ligaments (primarily 
from pı ) and the of the lower ribs. 
Therefore, despite the elevation of the diaphragm (as 
much as 4 cm [1.6 inches]) in the latter part of preg- 
nancy, the lung capacity remains the same. 
Inspiration increases during pregnancy, allowing 
greater intake of oxygen. Increased expiration facili 
tates carbon dioxide removal. In other words, the 
exchange of carbon dioxide and oxygen that taket 
place at the alveolar cell level is improved. The preg 
nant woman breathes more deeply (but not mor 
frequently) to maintain oxygen for herself and he 
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Inferior vona cava 


FIGURE 4-3 Supine hypotensive syndrome. When а pregnant patent ве on her back (supine), me weight of the uterus and lts fetal coments 
[presses on the vena cava and abdominal aora, decreasing blood Sow to Ine heart. Maternal hypotenson and tatal hypoxia may result. 


Norma! Blood Values in Nonpregnant 
and Pregnant Women 


fetus, Breathing changes from abdominal to thoracic as 
pregnancy progresses. Oxygen consumption increnses 
by 15% to 40% during pregnancy (Gordon, 2007), 


/spnea 
Shortness of breath (dyspnea) is a common com- 
plaint of pregnancy. The sensation of dyspnea ap- 
pears to be related to a greater sensitivity of the 
respiratory system caused by increased progester- 
опе, Dyspnea is also related to the pressure of the 
uterus on the diaphragm. Dyspnea normally does 
not interfere with activities of daily living and does 
not occur at rest, 


is 
Nosebleeds (epistaxis) and nasal stuffiness are com- 
mon during pregnancy. These discomforts are thought 
to be caused by the increased vascularity that results 
from increased estrogen. Another change that can 
occur is a change in the woman's voice. A pregnant 
Woman's voice may become deeper because of an in- 
crease in the size of the vocal cords, which is caused 
by Increased progesterone. 


CHANGES IN THE GASTROINTESTINAL SYSTEM 


Changes in the mouth often occur during pregnancy. 
Gum hypertrophy may occur; sensitivity and bleeding 
can be reduced by use of a soft toothbrush and good 


oral hygiene, Saliva production is often increased (pty- 
alism), and nausea, with or without vomiting, is com- 
mon during the first trimester of pregnancy and is 
thought to be caused by the rising level of estrogen 
in the blood, During pregnancy, the peristaltic action 
of the gastrointestinal tract decreases, mainly because 
of the increase in progesterone and relaxin. With the 
relaxation of the cardiac sphincter, gastric contents 
сап reach the esophagus and cause heartburn (pyro- 
sis), а common discomfort of pregnancy. Pregnant 
women should be encouraged to sit up for 30 minutes 
after eating, rather than immediately lying down, to re- 
duce the risk of heartburn. Common interventions to 
decrease nausea and vomiting are discussed in 
Chapter 5. 

With the loss in muscle tone, there is a delayed emp- 
tying of the intestines, which allows more water to be 
absorbed from the bowel, This change causes constipa- 
tion, another common discomfort. 

Progesterone and estrogen relax the muscle tone of 
the gallbladder, resulting in the retention of bile salts, 
and this can lead to pruritus (itching of the skin) during 
pregnancy. Pregnancy also produces metabolic 
changes. Carbohydrate metabolism is altered, with in- 
creased resistance to insulin, allowing the fetus to have 
a source of high energy in the form of glycogen. Fat me- 
tabolism also changes, which facilitates growth and 
provides maternal stores for lactation. Periodic hyper- 
glycemia can result during pregnancy, a condition 
called gestational diabetes. 


CHANGES IN THE RENAL (URINARY) SYSTEM 
Early in pregnancy, the growing uterus puts pressure 
on the bladder, causing frequent urination, Later in pre- 
gnancy, as the fetus settles down in the pelvic cavity, the 
Woman again has pressure on the bladder, and fre 
quency of urination returns. Stasis of urinein the bladder 
increases the risk of a urinary tract infection (Figure 4-4), 
The ureters dilate from smooth muscle relaxation 
caused by an increase in progesterone and pressure 
from engorged circulation and an enlarging uterus. 
Renal plasma flow may increase by 75% to remove 


тунес and ристон Grange De ue, CHAPTER. ШШ 


metabolic wastes of the mother and fetus (Gordon, 
2007). Pregnant women with asymptomatic bacteriuria 
(bacteria in the urine) are more prone to develop pyelo- 
nephritis (infection of the upper urinary tract). 


Fluid and Electrolyte Balance 

The increased rular filtration rate in the 
kidneys increases sodium filtration by 50%, but the in- 
crease in the tubular reabsorption rate results in 99% 
reabsorption of the sodium. Sodium retention is influ- 
enced by many factors, including elevated levels of the 
hormones of pregnancy. Although much of the sodium. 
is used by the fetus, the remainder is in the maternal 
circulation and can cause a maternal accumulation of 
water (edema), This fluid retention may cause a prob- 
Jem if the woman in labor is given intravenous fluids 
containing oxytocin (Pitocin), which has an antidiure- 
tic effect and can result in water intoxication, Agitation 
and delirium, possible signs of water intoxication, 
should be recorded and reported, and an accurate 
take and output record should be kept during labor 
and in the immediate postpartum phase. 

In pregnancy, blood is slightly more alkaline than 
in the nonpregnant state, and this mild alkalemia is 
enhanced by hyperventilation that often occurs dur- 
ing pregnancy. This status does not influence a nor- 
mal pregnancy. 


CHANGES IN THE INTEGUMENTARY 
AND SKELETAL SYSTEMS 

The relaxation and softening of the pelvic joints and 
widening of the symphysis pubis are primarily caused 
by relaxin and placental progesterone. In the last tri 
mester, when the fetal presenting part settles into the 
brim of the pelvis and a slight separation of the 


symphysis pubis occurs, the woman develops a "wad- 
dling” gait. This widening facilitates passage of the fe- 
tus through the pelvis in preparation for a vaginal 
delivery. As the uterus enlarges, the woman's center 
of gravity shifts forward. To compensate for this 
change, women develop a progressive lordosis (curva- 
ture of the lower spine). The woman may experience 
low backaches, and, in the last months of pregnancy, 
rounding of the shoulders may occur, with aching in 
the cervical and upper thoracic spines (Figure 4-5). A 
change in the center of gravity and joint instability 
resulting from relaxation of the ligaments predispose 
the pregnant woman to problems with balance. Inter- 
ventions concerning safety should be part of prenatal 
education. 

Enlargement of the uterus stretches the round liga- 
ments that support the uterus, and this can cause ап 
abrupt, sharp pain when the woman moves quickly, 
such as getting up from a chair. In addition, as the 
abdominal muscles are gradually stretched during 
pregnancy, the rectus abdominis muscles may separate, 
causing a condition called dlastasis recti abdominis. The 
muscles return to their normal position alter delivery. 
This process is facilitated by exercise. 

During pregnancy, weight gain and edema can pro- 
duce a compression of the medial nerve, particularly 
around the wrist. This is referred to as carpal tunnel 
syndrome. This syndrome commonly consists of pain. 
numbness, or tingling in the hand and wrist; weakness 
and decreased motor function can also occur. 

During pregnancy, the skin undergoes hyperpig- 
mentation (primarily as a result of melanocyte-stimu- 
lating hormone and est 

Ghicnsma (also known as melasma) is a blotchy, 
brownish "mask of pregnancy” that typically fades 


с 


FIGURE 4-4 Compression of abdominal contents as the uterus enlarges. А, Noneregnant В, Twenty wesks! geraten. С, ТТУ ue 


besten The bladder is comoressed, causing иту frequency. 


FIGURE 4-5 As pregnancy progresses, cocus posture cranges ocou and одов increases. 


after delivery. The linea alba darkens and becomes a 
darkened line on the abdomen, called the linea nigra. 

Strina gravidarum, or stretch marks, are pinkish or 
purplish lines caused by a weakening of the elastic tis- 
sues (Figure 4-6). Striae are often found on the abdo- 
men, breasts, thighs, and buttocks. After delivery, 
these streaks turn to a fine pinkish or silver (опе on 
fair-skinned women and а brownish color on darker 
skinned women. Nipples, areolae, vulva, and peri- 
meum all darken. Moles, freckles, and recent scars 
may also darken. In some women, hair growth may in- 
crease, In addition, blood vessels have increased per- 
meability, causing palmar erythema and small red 


FIGURE 4-6 A pregnant woman's abdomen showing striae gravidarum 
ieiretch marka) алс inea nigra Пле darkened ine from tne umbileus 12 
Te pubis) 


elevations on the skin with red lines radiating from 
the center, called spider nevi. 


‘THE EFFECT OF PREGNANCY AND LACTATION 
ON MEDICATION INGESTION 

The physiologic changes in pregnancy affect the me- 
tabolism of ingested medications, Subtherapeutic drug 
levels may occur due to the increased plasma volume, 
cardiac output, and glomerular filtration that occur 
during pregnancy. A decreased gastric emptying 
time during pregnancy changes absorption of drugs 
and can delay onset of action, Parenteral medication 
may be absorbed more rapidly because of increased 
blood flow and have a faster onset of action than in 
the nonpregnant state. The increased levels of estrogen 
and progesterone may alter hepatic (liver) function, 
resulting in drug accumulation in the body. 

Drugs can cross the placenta and have an impact 
on fetal development, especially in the first trimester, 
and have increased absorption levels in the developing 
fetus in the third trimester. The mother should be 
taught to check with her health care provider before 
taking over-the-counter medications. Taking ibupro- 
fen in the third trimester can cause early closure of 
the ductus arteriosus, resulting in fetal distress. Cer- 
tain drugs can pass into breast milk by diffusion and 
be ingested by the neonate during breastfeeding. 
If the lactating mother must take medication, it should 
be administered immediately after the infant breast- 
feeds to minimize passage to the infant. 

‘The US. Food and Drug Administration (FDA) has 
established a category of risk for medication use dur- 
ing pregnancy. All women of childbearing age should 
be counseled about the risk of ingesting drugs during 
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pregnancy and lactation. Pregnancy category risk 
allows for some assessment of risk to the fetus when 
а drug is prescribed to a pregnant woman (Box 4-3). 


PSYCHOLOGICAL CHANGES DURING PREGNANCY 


Pregnancy is a profound event in the life of a woman 
and her family. It is a time when she and her partner 
are faced with the challenges of redefining their pre- 
sent roles, working through previous conflicts, and 
taking on the parental role. The emotional and physical 
adjustments of pregnancy plus those required to be- 
come parents can cause varying levels of stress and 
anxiety. 

Some specific factors that contribute to either a 
positive or a negative psychological response to preg- 
nancy include body image changes, emotional secu- 
rity, cultural expectations, support from partners, 
whether the pregnancy is unexpected, and financial 
situations. Major factors that influence the psycholog- 
ical impact of pregnancy are a woman's level of matu- 
rity and readiness for childbearing. Hormonal changes 
that occur during pregnancy contribute to mood 
swings. Many women have ambivalent feelings, being 
both happy at the thought of parenthood and sad at the 
thought of lost freedom, Both the mother and father or 
partner identify tasks and responsibilities and begin 
the process of establishing a relationship with the fetus 
(Figure 4-7). 


BODY IMAGE 


Body image is а person's perception of his or her own 
body. Body image can be considered from four aspects: 
appearance, function, sensation, and mobility 
‘Appearance is very meaningful to some women, 
During pregnancy, changes in a woman's body shape 
and function are so noticeable that she may become 
anxious. Also, the speed with which the changes occur 
makes it difficult for some women to integrate them 


A: Evidence of fetal harm is remote. Controlled studies show 
no ns. 

B: Animal studies have not shown a risk in the second or 
third trimesters. No avaiable data on effect in the first 
trimester 

C: Studies in animals have shown negative effects on fetal 
development, but no controled studies are available to. 


know the effect on pregnant women. Risk cannot be 
ruled ол. 

D: There is positive evidence of etel damage when the drug 
îs used during pregnancy. The need for the drug should 
be carefully evaluated. 

X: Studies in animals and human beings indicate defnite 
fetal risk, and It should not be used during pregnancy. 
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pr 


E =] 


FIGURE 4-7 The father begin to develop a elatenshio wiin o fetus as 
he naars the etai naart ал fase movement 


into their self-perception. They may begin to feel ugly 
or fat, which can cause them to feel negatively about 
their pregnancy. These women need reassurance and 
must recognize that their feelings are common and 
normal. Other women fee! beautiful during their preg: 
nancy and will say things such as "I feel good when 
Тат pregnant.” 

Function may be difficult when the pregnant 
woman feels that she is losing control. If she has uri- 
nary incontinence, she may feel out of control and пер- 
atively about the pregnancy. If her experience is 
explained as normal, she may be able to accept it with 
less difficulty. 

Sensation may become more acute. Pregnant 
women may be more sensitive to touch. The change 
in sexuality and libido varies from woman to woman. 
The apparent physiologic basis of heightened sexuality 
is the greater vasocongestion in the pelvic area during 
pregnancy 

Mobility may be a problem when the woman feels 
restricted im her usual routine physical activities. 
She may be discouraged and need encouragement to 
participate in many of the same activities (including 
sports) during pregnancy that she participated in be- 
fore pregnancy. Moderation is the key instruction to 
determining physical activity. 


ЊЕ UNIT M Pregnancy 


DEVELOPMENTAL TASKS 
Pregnant women are known to go through certain de- 
velopmental tasks. Tasks relate to the sequence of tri- 
mesters and are more apparent in some women than 
in others. 

Task 1: Pregnancy validation. In the first trimester 
(first 3 months), che pregnancy is confirmed 
and introversion occurs, which is used as а cop- 
ing mechanism. The woman's focus is centered 
оп nurturing and protecting the fetus. At this 
time, she may question her identity as a woman 
and mother. 

Task 2: Fetal embodiment. During the second tri- 
mester (second 3 months), the Woman usually 
attempts to incorporate the fetus into her body 
image as an integral part of self. She begins 
to readjust her roles, and she reviews her rela- 
tionships with others. At this time, repressed 
thoughts are dealt with, and maturation with 
а greater inner strength occurs. 

Task 3: Fetal distinction, When the woman feels fe- 
tal movements (quickening), the fetus starts to 
become distinct and separate from herself. At this. 
time, she often daydreams about the baby, speaks 
of having a boy or girl, and envisions a perfect, 
beautiful baby (Figure 4-8). 

Task 4: Role transition. During the last trimester 
(last3 months), the pregnant woman usually psy- 
chologically separates the fetus from herself and 
makes concrete plans for the baby. For example, 
she may purchase the crib and layette. At this 


FIGURE 48 Van ne Body n een of pregnancy tre event. ne 
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time, she may show greater irritability, may com- 
plain about her physical discomforts, and wants 
the pregnancy to end. Her normal coping mech- 
anisms frequently do not work as well for her, 
and she may need additional emotional support 
and anticipatory guidance. 

Ambivalence, acceptance, mood swings, introver- 
sion, and passivity are common and normal during 
pregnancy. Women commonly experience emotional 
lability; heightened sensitivity; increased need for af- 
fection; and greater irritability, fear, and anxiety. The 
pregnant woman needs to receive, rather than give, 
emotional support. Guidance and instruction are an 
important part of nursing care and can help make 
pregnancy a more positive and gratifying experience. 

Table 4-6 shows the tasks of the parent in relation 
to Erikson’s stages of child development, The table also 
includes some suggested nursing interventions that 
can assist in the development of effective parenting at- 
titudes and behaviors. The growth and development of 
а parent begin in the first trimester of pregnancy 


RESPONSES TO PREGNANCY 


Impact on the Father 
The partner also travels through stages of adjustment 
to fatherhood. The announcement phase begins when 
the pregnancy is confirmed, The adjustment phase oc- 
curs in the second trimester, when the partner faces 
the reality of the pregnancy, asks questions, and partic- 
ipates in prenatal classes. In the focus phase, the partner 
begins to feel like a father, participates in the labor pro- 
cess, and discusses care of siblings and household 
modifications. Cultural values influence the role of 
the father. The nurse should not assume that a father 
is uninterested if he takes less active role during 
the pregnancy and the birth process, 


Impact on the Adolescent 

Pregnant adolescents often have to struggle with 
feelings they find difficult to express, They are fraught 
With conflict about how to handle an unplanned preg- 
nancy. Initially, they must face the anxiety of break- 
ing the news to their parents and the father of the 
child, Denial of the pregnancy until late in gestation 
is not uncommon. There may be financial problems, 
shame, guilt, relationship problems with the infant's 
father, and feelings of low self-esteem. Alcoholism 
and substance abuse may be a part of the complex 
picture, 

The nurse must assess the girl's developmental and 
educational level and her support system to provide 
the best care for her. A critical variable is the girl's 
age. Young adolescents have difficulty considering 
the needs of others, such as the fetus. The nurse helps 
the adolescent girl complete the developmental 
tasks of adolescence while assuming the new role of 
motherhood. Ideally, separate prenatal classes 
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both parents conceming 
ETT oi id. Uso oro ana e 
as needed. 


movements feit, Parents picture what infant 
‘wil look ike, what future he or she wil have, — infant. Therefore, Information 
and other ideas. the newborn should be given at this time. 


Mother fees large, Attention focuses on how Detaled information should be presented at this me. 
Concerning the bith processes, preparation for 
birth, breastfeeding, and care of sibling at home. 


Adjust to external BER tci рога ros chio ard retour Encourage early touch, feeding, and other practices. 
‘environment by Explain behavior and appearance 


of newoom to 


his or her individual needs, 
Help parents cope with problems such as сос. 


Try to accept the pattern of growth and Нер parents cope with transient independence of 
velopment: Accent soma Кез of comet Оча е, вон chi io go an teda bul do not 
but maintain some limits for safety. yell "Don't fal" or arwiety wil be radiated. 


Help parents show structure but "et go" so child can 
some preschool 


Аң rpotures o chata рева Parine) , Fk prete 
must eam to accept some rejection ‘or her own imis and self-discipline. They 
child at times. de thera to guide child, but not 
Patience is needed to alow chidren to do for = They need to help chid get results from his ar her 
themselves, even if It takes longer. Do not do — own efforts at performance. 


Че and not expect total control over tne chic, 
Expect, at times, to be rejected by teenager, 
Expect differences in opinion and respect thom. 
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tailored to their needs help adolescent girls learn to 
care for themselves and assume the role of mother 
(see Chapter 18), 


Impact on the Older Couple 
Mothers who become pregnant for the first time after 
age 35 years are called “elderly primips" because they 
are at a later stage in their childbearing cycle, and they 
may face special problems during pregnancy and la- 
bor. Many factors contribute to the trend of postponing 
until after age 35 years: 

* Effective birth control alternatives 

* Increasing career options for women 

+ High cost of living (delays childbearing until 

financial status is secure) 
* Development of fertilization techniques to enable 
later pregnancy 

‘The "older couple" usually adjusts readily to preg- 
nancy because they are often well educated, have 
achieved life experiences that enable them to cope 
with the realities of parenthood, and are ready for 
the lifestyle change, Advances in maternal care and 
delivery practices have decreased the risk of negative 
pregnancy outcomes, although special problems con- 
tinue. Women over age 35 years may have a decreased 
ability to adjust their uterine blood flow to meet the 
needs of the fetus (Stables & Rankin, 2005), There 
may be an increase in multiple pregnancies if fertility 
drugs were used, which increases fetal risk. The in- 
creased risk of a congenital anomaly usually results 
in the offering of special tests during pregnancy (cho- 
rionic villi sampling, amniocentesis), which increases 
the cost of prenatal care. Although the older couple 
may adjust to the process of pregnancy and parent- 
hood, they may find themselves “different” from their 
peers, and this can result in impaired social interac- 
tion. Concerns of the older parent relate to age and en- 
ergy level as the child grows, confronting the issues of 
their own mortality, and child care requirements, 
Meeting financial needs of a college-age child at re- 
tirement isa special issue that may require discussion 
and planning. Many older parents are placed ina high 
risk prenatal group that may limit their options for 
selecting a birthing center. However, the pregnancy 
should be treated as normal unless problems are 
Identified. 


Impact on the Single Mother 

The single mother may still be an adolescent, or she 
may be а mature woman. She has special emotional 
needs, especially if the father has left her, if he does 
not acknowledge the pregnancy, or if she does not care 
to have а relationship with the father, Some single 
mothers can turn to their parents, siblings, or close 
friends for support. Other single women are homosex- 
ual and have the support of their female partner. 
Women who do not have emotional support from 


significant others may have more difficulty completing 


the tasks of . Their uncertainty in day-to-day 
living competes with the need to master the emotional 
tasks of pregnancy. 


Some single mothers may have conceived by 
in vitro fertilization because of a strong desire to have 
a child even in the absence of a stable heterosexual re- 
lationship. These women often are nearing the end of 
their childbearing years and hold а "now or never" 
view of motherhood. Single women who plan preg- 
nancies often prepare for the financial and lifestyle 
changes. Achieving social acceptance is not as diffi- 
cult today as it was many years ago when single 
motherhood was taboo and considered a disgrace to 
the maternal family, The nurse should maintain a 
nonjudgmental attitude and assist the single mother 
їп successfully achieving the psychological tasks of 
pregnancy. 


Impact on the Single Father 

‘The single father may take an active interest in and 
financial responsibility for the child, The couple 
‘may plan marriage eventually, but it is often delayed. 
А single father may provide emotional support for 
the mother during the pregnancy and birth; He often 
has strong feelings of surprise and accomplish- 
ment when he becomes aware of his partner's prog- 
nancy. He may want to participate in plans for the 
child and take part in infant care after birth. How- 
ever, his participation is sometimes rejected by the 
woman, 


Impact on the Grandparents 

Prospective grandparents have different reactions as 
well to a woman's pregnancy. They may eagerly antic- 
{pate the announcement that а grandchild is on the 
way, ог they may feel that they аге not ready for the 
role of grandparent, which they equate with being 
old. The first grandchild often causes the most excite- 
ment for grandparents. Their reaction may be more 
subdued if they have several grandchildren, which 
may hurt the excited pregnant couple. 

Grandparents have different ideas of how they will 
be involved with their grandchildren, Distance from 
the younger family dictates the degree of involvement 
for some. They may want to be fully involved in the 
plans for the infant and help with child care, often trav- 
eling a great distance to be there for the big event. 
Other grandparents want less involvement because 
they welcome the freedom of a childless life again, 
Many grandparents are in their forties and fifties, 
a time when their own career demands and care of 
their aging parents compete with their ability to be in- 
volved with grandchildren. 

If grandparents and the expectant couple have 
similar views of their roles, little conflict is likely; 
However, disappointment and conflict may occur 
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if the pregnant couple and the grandparents have 
significantly different expectations of their role and 
involvement, The nurse can help the young couple 


understand their parents’ reactions and help them 
negotiate solutions to conflicts that are satisfactory 
to both generations 


* EDD can be calculated with Nágele's rule: subtract 3 
months and add 7 days to the first day of the LNMP. 
RV EL йыры. 


. es 
‘conditions and are therefore categorized as presumptive, 
probable, and positive signs of pregnancy. 

* Physiologic and anatomic adaptations that occur during 
pregnancy are profound, but the body systems generally 
return to the nonpregnant state after birth. 

* Being aware of the maternal adaptations that occur during 
pregnancy is essential to understanding the discomforts 
and disorders of pregnancy. 

* An increase in clotting factors and fibrinogen in the blood 
during pregnancy makes the woman vulnerable to 
thrombus formation. 

* Cardiac output doubles during pregnancy, and there is a 
40% increase In blood volume, 

* When a pregnant woman lies fiat on her back, the weight of 
the uterus and fetal contents presses on the vena cava, 
‘abdominal aorta, decreasing blood flow and causing 
maternal hypotension and fetal hypoxia. 

* Oxygen consumption increases 15% during pregnancy. 

* Maternal Insulin resistance increases during pregnancy. 

* Many metabolic functions increase during pregnancy. 

* Frequency of urination often occurs early in pregnancy 
because of the pressure on the growing uterus or the 
bladder, and late in pregnancy because of the pressure of 
the fetus on the bladder as it settles in the pelvic cavity. 

* During pregnancy, hyperpigmentation of the skin occurs 
due to the melanocyte-stimulating hormone and estrogen. 
The pigmentation fades following pregnancy. 

* Stretch marks (striae) occur as the elastic tissue of the skin 
stretches, resulting in pinkish or purplish lines оп the 
abdomen, breasts, or buttocks, Striae fade to silver Ines 
after pregnancy, 

* Categories of drug safety during pregnancy include A, В, С, 
D, and X, Only drugs in the A or B category may be 
contidered safe during pregnancy. 

* Psychological changes during pregnancy are influenced 
Бу appearance, function, sensation, and mobility. 

* Developmental tasks are related to the trimesters of 


‘Pregnancy. 
* Pregnancy has an impact on all family members. 
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1, A pregnant woman arrives at her first obstetric 
appointment and asks, "When is the baby due?” 
‘The woman's last normal menstrual period started 
‘on June 11. Using Nágele's rule, the nurse determines that 
the estimated date of delivery is: 
1. March 4 
2. March 18 
3, September 4 
4, September 18 


2. The nurse can expect to palpate the uterine. 
fundus at its highest, at the xiphold process of the riti 
cage, by: 

1, 12 weeks! gestation. 
2. 20 woeks’ gestation. 
3. 36 weeks! gestation 
4. 40 weeks’ gestation. 
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3. The hormone responsible for the production of breast 
milk ів: 


4. A pregnant woman reports pain and а tingling sensation in 
her hand and wrist. The nurse is aware that these 
‘symptoms are most likely related to: 


7. What would be considered positive signis) of pregnancy? 
(Select all that apply.) 


4 visualization of the fetus. 
раен aciei of pregnancy in 
же by тиллер 1 тейт fat. 
.— Fetal distinction. 
— Pregnancy validation 
— Role transition 
— Fetal embodiment 


1, A woman in her first trimester of pregnancy asks, "What. 
procedures wil the nurse-midwite do to determine that | 
ат pregnant?" What explanation would you give her? 


2. A woman in the first trimester of pregnancy would ike 


"Why do I urinate so often?" Why do you think these are 
‘concerns? 


Objectives 

1, Define key terms listed. 

2. Discuss the concept of preconception care. 

Э. Explain the significance of prenatal care. 

4. Outine the care given during the infi prenatal vist, 

5. Review care given on subsequent prenatal iss 

6. Explain fve factors that place the fetus at risk. 

7. Describe four methods of assessing the fetal condition 
during the antepartum perod. 

a. Explain the uses of uttrasonography during pregnancy. 

9. Explain the uses of amniocentesis as a diagnostic too 

10. Compare chorionic vili sampling with amniocentesis. 

11. Explain tne biophysical role 

12, Describe the purpose cf the nonstress test. 

13. Dotermine the causes of common discomforts during 
pregnancy and the appropriate measures to alleviate them. 


Key Terme 
cleansing breath (p. 86) 
doulas (DOO b, p. 87) 
'effleurage (ét-loo-RÁZH, p. 85) 
Kegel exercises «2-70, p. 69) 
Lamaze technique (р. 84) 
Leopold's maneuvers (р. 64) 


14, Demonstrate three exercises to strengthen and stretch 
muscas in preparation tor childbirth, 

15. Outine four safety precautions for exercising during 
pregnancy 

316. Discuss the benefits and limitations of immunizations 
during pregnancy. 

17. Indvidualize vericus optimum weight gain pattems during 
pregnancy. 

716. identity the suggested dietary alterations during 
pregnancy. 

19. Describe a common pica substance ingested by 
а prognant woman, 

20. identity the basic philosophy of preparation for cr 

21. lustrate three difforont breathing patterns used during 
labor and bith, 


©. 81) 
paced breathing (p. 86) 
pelvic tilt exercise (р. 80) 
plea . p. B4) 
preconception care (р. 61) 
Valsalva's maneuver (vii-SÀL-vàz, p. 87) 


PRECONCEPTION CARE 


Preconception care is health care and screening con- 
ducted before pregnancy occurs so that medical risk 
factors or lifestyle behaviors can be identified, man- 
aged, or changed before conception. The normalcy of 
pregnancy is greatly influenced by prepregnancy 
health. Most women who seek medical care ав soon 
as they realize they may be pregnant are already at 
ог past 8 weeks’ gestation, which may be too late for 
some interventions to be effective. Most birth defects 
occur between 2 and 8 weeks’ gestation. These missed 
opportunities include ensuring an adequate daily in- 
take of folic acid, updating immunization status, ceas- 
ing smoking treating cure infections, and obtaining 

ог testing. Prenatal data collection 
i clita ay cokes, and psychosocial fac- 
tors that will affect the health of the mother and fetus. 
This includes exposure to hazardous materials in the 


workplace, Ideally, prenatal care starts before preg- 
папсу occurs. Preconception care is best achieved 
when a pregnancy is planned. 


PRENATAL CARE 


Early and regular prenatal care dramatically reduces 
infant and maternal morbidity and mortality and 
offers a unique opportunity for nurses to influence 
the family's health. Early detection of potential prob- 
lems leads to prompt assessment and treatment, which 
greatly improves the pregnancy outcome. Pregnancy 
is a normal process, and the primary focus is educa- 
tion for self-care. Pregnancy affects the mother's body 
and the family's integrity; therefore, the entire family 
is included in the care plan (Figure 5-1). The major 
goals of prenatal care are listed in Box 5-1. 
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FIGURE 5-1 А sting beye to onteipate the beth of her brother. 


or Goals of Prenatal Care 


* Ensuring a safe birth for mother and chid by promoting 
good haalth habits and reducing risk factors 

= Teaching heath habits that may ba continued after 
pregnancy 

* Educating about self-care during pregnancy 

* Providing physical assessment and care. 

* Preparing parents for adaptation to parenthood 


COLLABORATIVE CARE 


To collaborate is to work together with others. Collab- 
orative care involves the patient and the nurse with 
other members of the health care team contributing 
to the care plan for the woman. The nurse, along with 
other multidisciplinary health team members, can tai- 
lor interventions to meet specific needs of the p. 
and family 


CULTURAL COMPETENCE 


The woman's lifestyle may include culturally unique 
beliefs and behaviors that must be considered in а care 
plan. The focus of education should stand out as a ke 
part of prenatal care and patient-nurse communica- 
tion, Cultural considerations are important in caring 
for a woman during her pregnancy, Some cultures 
view pregnancy and childbirth as normal conditions 
that do not require any special health care. 


Providing Culturally Effective Prenatal se 

® Non-English: speaking parents should be offered interpreter: 
who are familar with thelr culture and ther language in the 
labor room, the cinic, or the home setting. 

* Parenting classes should have culturally appropriate conter 
related to the minority groups they serve. 

* Documentation should include the interpre 
patient teaching plans. 

* listrative material or handouts should be provided in the 
native language of the patient at the appropriato reading level 
and clear provide information conceming informed choices. 

© in-service educational classes should be offered to staff on a 
regular bass and emphasize how lo communicate with 
patients trom diferent cutturos (relative to patients served). 


з used in 


Cultural competence is the awareness of, acceptance 
of, and respect for beliefs, values, traditions, and prac- 
»s that are different from one's own. The ability to 
adapt health care so that it does not violate the culture 
or religion of the patient is the core of cultural com- 
petence, Achieving cultural competence is aided by 
knowledge, skills, and encounters with others of dif- 
ferent cultures. The assumption that all people of 
one culture believe and behave the same way is cul- 
tural stereotyping and should be avoided. Individual 
differences should be identified and respected 
(Figure 5-2). For example, in some cultures, such as 
Orthodox Judaism, the husband may not view the 
newborn as it is delivered; only verbal encouragement 
is allowed, Many non-Western cultures expect the 
woman to have 40 days of rest after delivery. Chinese, 
African American, Hispanic, and Southeast Asian cul- 
tures usually avoid full washing of the body and hair 
until lochia has ceased. The “hot and cold” theory is 
observed by many cultures, and, because labor and 
delivery are considered a "cold" experience, itis ba 
anced by “hot” conditions; therefore, ice water and 
air-conditioning are avoided. Cambodian women of- 
ten discard colostrum. In the traditional Japanese 
culture, newborns are bathed twice a day, and the 
bathing is accompanied by loud noises to ward off evil 
spirits. 


PRENATAL VISITS. 


The initial assessment interview can establish a trust 
ing relationship between the nurse and the pregnant 
woman, It is a planned, purposeful communication 
that focuses on specific assessments, Observations in- 
clude the woman's subjective interpretations of her 
health status and the nurse's objective examination. 
During the initial communication, the nurse observes 
the woman’s body language, such as her pasture and 
facial expressions, as well as other physical and emo- 
tional signs. 
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(This tool can be translated into multiple 
written in the nurse's dominant language. This 
satistying to them.) 


Positivo exporionce. 
рал on having present to support you while 


о Yell andlor cry 
Regarding pain medicine do you: 
J Pretor to ask for it when you want i 


Cultural Assessment Data Collection Tool to Assist in Developing an Individualized Plan of Care 
and allows the nurse to compare ihe client's answers to those on an identical too! 
‘collection wil enable the nurse to provide care 1o clents in a way tatis culturally 


Birth Plan 
Providing answers to the folowing questions wil give us information that wil enable us to make your birthing experience а more 
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FIGURE 5-2 Cultural assessment data collection tool to assist in developing an individualized plan of care. Ths tool can be fansleted ү 
‘afte languages and alows the nurse fo compare ne patent's answers to Inose on en identical too wittén nthe lacit/s dominant language T 
gata collection wi enable the nurse (о provide care 10 patents т а way that а cultura setistying to them. 


INITIAL HEALTH AND SOCIAL HISTORY 

А health history summary, including a thorough med- 
ical and obstetric history, is taken during the first pre- 
natal visit to determine the present status of the 
woman's health. First, the nurse obtains personal in- 
formation, including age, marital status, education, 
and occupation. Second, the nurse takes the medical 


history of the woman and her family. The family hi 
tory and partner's history are important to identify ce 
tain health problems, such as heart disease and genet 
disorders that could affect the outcome of pregnanc 
The woman's personal history, including her nut 
tional history, is important in assessing her prese 
and past health, A cultural history that includes tl 


Health Care and Fetal Assessment During Pregnancy CHAPTER S [| 


Cultural Assessment Data Collection Too! lo Assist in Developing an individualized Plan of Care 


(This lool can be translated nto multiple гала allows the nurse to compare the chent's answers to those on ал identical toot 
written inthe nurse's dominant language. ‘collection wil enable the nurse to provide care о clients in a way that is culturally 
‘satisfying to thom.) 
Birth Plan 
Providing answers to the loliowing questions wil give us information that wil enable us to maka your birthing experience а more 
positive experience. 
| Wnom do you plan on having present to support you while Atter delivery do you preter: 
you are In labor? 2 Hot 
2 Husband û сов 
2 Female (этү member Do you want to know tho sex of tho baby: 
Û Friend 2 When an ultrasound is done 
J No one û Immediately ater birin 
Have you attended а childbirth clase? Alter the placenta is 
оу We in уо hospial after having your baby, do you pret: 
EL 2 Showers 
‘yes, what method of childoir preparation? 2 Bats 
Э Lamaze Э Sponge baths 
о noy о None. 
о Other Do you believe it is okay to wash your hair in the frat few 
Gender of health care provider prelerted? days эбе: delivery? 
а Maio O ves 
о тае Оһо 
О No preterence According to your cultural practices, when do women who. 
‘During pelvic examinations doas your husband wish lo be have hac a baby usually get up to walk aroung? 
present И done by a male ? О Within me fist few hours afer 
а О The day aer delivery. 
During abor wi Henoróng o your ctr pratica, who muy prove 
labor wil you: по your cultural practices, 
(о Protec 1o be involved in осоп most of he infant care in tno first tow Gays ot ito? 
О Preler to have someone tell you what lo do ^d Mother of intant 
When you are in pain do you: J Both parents of intant 
3 Become quiet 9 Nurse and/or (ату members 
à "лї e male, do you plan to have him circumcised? 


3 
pain medicine do you: 

T Prefer to ask or it when you want it 

A Have the nurse offerto you 


ом 
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you preter i shourd be done? 
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FIGURE 5-2 Culturel assessment data collection tool to assist in developing an individualized plan of care. This tool сал be tranelatêd vit 
mutei languages ard alcws he nurse to compare the patent's anewers о hose on an dents too written in the facit dormnant language. T 
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INITIAL HEALTH AND SOCIAL HISTORY 
А health history summary, including a thorough med- 
ical and obstetric history, is taken during the first pre- 
natal visit to determine the present status of the 
woman's health. First, the nurse obtains personal in- 
formation, including age, marital status, education, 
and occupation, Second, the nurse takes the medical 


history of the woman and her family. The family his 
tory and partner's history are important to identify cer 
tain health problems, such as heart disease and кепе 
disorders that could affect the outcome of pregnancy 
The woman's personal history, including her nutri 
tional history, is important in assessing her presen’ 
and past health. A cultural history that includes the 
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use of self-medication, complementary or alternative 
medicine (САМ), alcohol use, or the use of recreational 
drugs is part of every pregnant woman's initial health 
history because if may have an impact on fetal devel- 
‘opment. Third, the nurse obtains information about 
the woman's obstetric history, including any previous 
pregnancies, birth weight of previous infants, length of 
previous labors, present attitude toward this preg- 
nancy, date of last normal menstrual period (LNMP), 
and any problems that arose during a previous preg- 
nancy, labor, birth, and period. This infor- 
mation can provide clues of what to expect during the 
present pregnancy. 
Social history provides information about the 
woman's and partner's occupations, education, mari- 
tal status, ethnic or cultural background, and socioeco- 
nomic status. Perception of this pregnancy, coping 
mechanisms, and family support are explored. 


PHYSICAL EXAMINATION 

In the physical examination, the physician or nurse- 
midwife examines all body systems. This includes a 
head-to-toe assessment The patient's weight and 
blood pressure are recorded, and microscopic urine 
examination is performed in the first visit. Baseline 
weight and blood pressure are important because a 
sudden change in either is significant. A sudden eleva- 
tion in blood pressure or sudden excessive weight gain 
may be a symptom of gestational hypertension (see 
Chapter 13), The pregnancy examination includes a 
pelvic examination, which is performed to determine 
the status of the reproductive organs and the birth 
canal. Pelvic measurements may be taken to determine 
whether the pelvis will allow the passage of a fetus at 
delivery (see Chapter 2), Before the pelvic examination 
Js conducted, the nurse should advise the woman to 
empty her bladder and to take deep breaths during 
the examination to lessen her discomfort: Routine lab- 
oratory tests are performed throughout the pregnancy 
(Table 5-1). 


Prenatal visits are scheduled every month for 7 months, 
every 2 weeks during the eighth month, and every week 
during the last month if the pregnancy is uneventful 
(normal). The woman's weight and blood pressure 
are recorded, and the urine is checked for protein, ace- 
tone, and glucose. These three assessments enable the 
carly detection of hypertension and gestational diabetes 
mellitus. In addition, the physician ormidwife measures 
the height of the fundus to see whether the pregnancy is 
progressing at the expected rate (Figure 5-3), 

The woman's abdomen is palpated with Leopold's 
maneuvers to assess the presentation and position of 
the fetus (see Chapter 7). These consist of four basic 
maneuvers: (1) determining what is in the fundus, 


either breech or head (the head is firm and round, 
whereas the breech feels softer); (2) determining the lo- 
cation of the fetal back (opposite from the extremities); 
(3) noting what part of the fetus is above the symphysis 
pubis, either head or breech; and (4) noting the position 
of the cephalic prominence, 

Having determined the presentation and position of 
the fetus, the nurse then listens to the fetal heart rate. 
The fetal heart rate can be detected with a Doppler de- 
vice or with a fetal stethoscope, Tenderness over the 
woman's kidney area (costovertebral angle [СУА]) or 
tenderness in the calf of her leg (Homans’ sign) is 
assessed because, during pregnancy, a woman is at 
greater risk for renal infection and thrombophlebitis, 

The woman is asked whether she has any discom- 
forts, Sometimes, vague symptoms or subtle clues 
are the first indication of an impending complication, 
If the woman has complaints, nursing or medical 
measures are suggested to relieve them. Early in the 
subsequent visits, the type of delivery anticipated 
and how she intends to feed her baby should be dis- 
cussed. Reassurance of the woman's capacity to be а 
good mother is important. 


PRENATAL FETAL ASSESSMENT 


High-risk pregnancies are those in which maternal and 
fetal outcomes are potentially not as good as in û nor- 
mal pregnancy, The improved understanding, of fetal 
disorders and extraordinary technical advances are 
changing the management of high-risk pregnancies. 
Newer diagnostic and therapeutic approaches are be- 
ing used in the management of complex problems, 
High-risk pregnancy presents one of the most critical 
challenges in medical and nursing core. Emphasis 
must be placed on the safe birth of infants who can 
develop to their maximum potential (Box 5-2), 

This section discusses a range of technologies and. 
procedures designed to reduce risks to the woman 
and the fetus, These procedures include nursing re- 
sponsibilities that must be carried out to provide 
safe care, reduce risks, and meet emotional needs 
Sce Chapter 13 for detailed information concerning 
complications of pregnancy. 


DIAGNOSTIC TECHNIQUES AND NURSING 
CONSIDERATIONS 


А variety of tests can be used to assess fetal well-being 
during pregnancy and are indicated when maternal 
high-risk factors are present (Table 5-2). These tests 
include diagnostic ultrasound, Doppler ultrasound 
blood flow, chorionic villi sampling, amniocentesis, 
percutaneous cord blood sampling, nonstress test 
(NST), contraction stress test (CST), biophysical profile 
(BPP), vibroacoustic stimulation test, and maternal 
assessment of fetal movements (Figures 5-4 to 5-6 
on р. 69). 
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Identifies carriers for hepatitis B (recommended by American College of 
Obstetricians and Gynecologists) 


Detects HIV infection; required by some states (counseling concerning 
‘prevention and viska should be provided to all prenatal patients) 


Detects infection, renal disease, Ed TED E 
Services Task Force to screen for asymptomatic bacteriuria) 


"Screens for cervical cancer (recommended if not done within 6 months before. 
conception) 


Gentiles presence of sickle cell trait or disease in women of African or 
Mediterranean descent 


Performed when high risk of fetal jose Is suspected 


Routine test dono at 24-28 week . 
 melitus, reguits 2:136 


F 


Optional noninvasive routine test to identify some anomalies and confirm 
estimated date of delivery 


Performed at a 16-20 weeks" gestation when nign-risk problem is suspected or f. 
the mother в over 35 years of age 


Confirms gestational age or cephalopelvc: 
Determines fetal lung maturity lecthin/springomyelin 
Confirms presence of anomaly that may require fetal or neonatal surgery 


indicate fetal anomaly or maternal 


ratio) with amniocentesis 


Determines risk of preterm labor when problem is suspected 


Чозле vom Luter Ä 


Nursing care during assessments of fetal health, 
especialy ма all of the new tests being 
t; the woman must understand the reason 
that specific tests are being performed. The nitrse can 
provide an opportunity for the woman to ask questions 
regarding the procedure. Clarifying and interpreting 
test results should be carried out collaboratively by all 
health care providers involved in the procedures. How- 
ever, the nurse is often the person who spends the most. 
time with the woman (Nursing Care Plan 5-1 on p. 70). 


Antepartum Fetal 

Before any antepartum fetai test, parents should know Ihe an- 

wer to each of these questions: 

= What information wil tne test provide that is not already 
known? 

* How wil the information be used in the management of the 
mother and tho baby? 

= What в tne risk for the mother and the baby? 

* бал annormal condition is detected, is treatment avalable? 
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FIGURE 5-3 Height of the fundus of the uterus during pregnancy. 


А, The numbers represant Ino weeks of gettation, and the ces 
fOcresent Ino height of the fundus expected at that stage of gestation: 
Tro dotted tne al tho буле week indicates lghtering has occurred. 
В, Anat core rovaer maasures the height ofthe fundus ata cino vist, 


Prenatal High-Risk Factors Indicating Need 


* Maternal condition that increases risk for uteropiscental 
insufficiency such as diabetes melitus or hypertension 

* History of previous stiterth 

* Mother's age leas than 16 ce more than 35 years 


* Intrauterine growth restriction JUGA) 
* History of congenital abnormalities 


PSYCHOLOGICAL REACTIONS TO 
DIAGNOSTIC TESTING 


Few psychological studies have been performed regard- 
ing the impact of antepartum diagnostic testing and 
monitoring of the fetal heart rate during labor on 
‘women’s anxiety levels. However, health care providers 
have subjectively noticed that the need for testing pro- 
duces fear, Ultrasound use during pregnancy has be- 
come almost routine, and many women expect it to 
be a part of prenatal care. Some women look forward 
to the ultrasound because it confirms the pre 

with visualization of the fetus and the fetal heartbeat. 
‘They often learn the sex of the fetus at this time. These 
factors can have a positive effect on the woman and 
even promote psychological preparation for attachment 
to the fetus. Because other prenatal diagnostic testing 
сап provoke anxiety and fear, it is important to allow 
time for the woman to ask questions and discuss her 
feelings. The nurse must be particularly sensitive to 
and respond to the emotional, informational, and com- 
fort needs of the woman and her family. Fetal assess- 
ment during labor is discussed in Chapter 7. 


PATIENT TEACHING FOR SELF-CARE AND 
COMMON DISCOMFORTS OF PREGNANCY 


During the 9 months of pregnancy, women experience 
various types of discomforts, many of which are a result 
of normal physiologic changes that take place during 
pregnancy (discussed in Chapter 4). Nurses and other 
health care professionals often refer to these discomforts 
аз minor, but the pregnant woman does not consider 
them minor. If discomforts are not anticipated or 
expected, they can make her feel anxious and worried. 
These discomforts can usually be relieved or prevented 
by simple measures (Table 5-3 on pp. 71-72). Teaching 
Women about self-care is important (Figure 5-7 on p. 72). 

‘The nurse should provide anticipatory guidance of 
changes to expect during pregnancy, labor, and birth 
and after childbirth. The nurse reviews positive health 
practices and discusses their adaptation during preg- 
nancy (Nursing Care Plan 5-2 on рр. 73-75), 


Assessing Communication Barriers 
Assess the reading ече and nate language of tha woman be- 
lore ving writen information conceming instructions or care 
during pregnancy. 


BATHING 
Women typically perspire profusely during pregnancy. 
Frequent baths or showers are needed. Bathing in the 
tub may become a problem later in pregnancy because 
of awkwardness; therefore, she should consider safety 
measuressuchas rubber mats and handrails. Bathing in 


‘Confirms the pregnancy. 
Confims gestational age 
емы Bea e Stet 


fetal hoa activity at 6-10 weoks' gastation, 


Detects felal anemia in Rn isoimmunization 
May identity intrauterine growth restriction (UGR) and placental 
insufficiency 


Calor Doppler imaging views heart and blood vessel structure. 
- абд can detect anomalies in vessels within the umbilical cord. 


Chorionic villus sampling: A frsi-rimester altematve to 


e 
wih a ‘abnormally 


Riak of abortion higher than in amniocentesis; potential Imi 

reduction detect in fetus 
RRO) mrmune globulin (РОЗАМ is vento Fh-negative мота 
Can be done earíer n gestation 


‘walls to withdraw amniotic fuid into а syringe (with cast-off 
сей), Sufficient fluid must be present for tho test to be done 
(15-17 weeks’ gestation and 12-14 weeks! gestation for 
‘some disorders), 


Sen pregnancy 

Used to assess genetic disorders (e.g, Tay-Sachs disease) 

Tests for level of alpha-fetopratein (AFP), which is also present 
in maternal 


blood 
High AFP lavels found in neural tubo defecté such as spina 
incomplete development. 


Low levels of AFP associated with chromosomal disorders or 
trophoblastic disease 


ate pregnancy 

Жый (o Guyot melli ebe bes a 
{etal lung maturity; RhoGAM given to Fh-negative women 

Minimal risk for abortion in late pregnancy but higher in early 


UE 
 Salety concerns: risk о! infection, pregnancy loss (although 
sight), and needle injuries to fetus or placenta. 


Tests for fetal lung maturity: Amniotic fuid obtained by 
amniocentesis is tested to indicate if fetal lungs are mature. 
enough to adapt to extrauterine Ме, 

'sphingomyein (US) ratio: a 2:1 ratio indicates letal 

C 

nhosohatid/gycerol 


Foam stability index (FSI, ог "shake test"): If ing of bubbles 
persists for 15 minutes after shaking solution, test ie termed 
positive and incicates surfactant is present and (etal lungs. 
‘are mature. 


Determines whether the tatus is kaly to hava respiratory. 


Percutaneous umbilical blood sampling (cordocentesle): 
Obtaining fetal blood sample from placenta! vessel or from the. 
umbilical cord by guidance with ultrasound (see Figure 5-6). 


Aranistusion. 
Identifies Fh iscimmunization in the blcod and chromosomal 
a LLL 


Nonstress test (NST); Assessment of fetal we-bengby V 


‘evaluating the fetal heart's ability to accelerate (speed up) in 
association with fetal movement by using an electronic fetal 


‘adequate accelerations ofthe FHR, confirms that he 

— ̃ ard Pet he ks wo 

‘oxygenated with autonomic functions. 

Burred responsa indicatwe ot hypoxia, aodasis, drugs, ог fet 
sleep 


manitor is applied while the woman is in a serm Fowler's or 
leftlaterol position; conduction gelis put on the abdomen; two. 
bells are applied on the woman's abdomen; one belt and a. 
device to detect letal heart rate (FHR) and the other bel 

 Getects fetal movement; the woman is given a butten to press, 


the movement need not be recorded tor the test to be reactive. 


Nonreactve NST indicates the letal heartbeat does not 
accelerate adequately and further assessment may be 


A reactive NST indicates the fetal heartbeat accelerated 
with fetal movement. 


Contraction stress test (CST): Evaluation of the FHR 


at least 40-seconds duration in a 10-minute period lor 
interpretation of the CST test. 


Same purposes as for the NST 

Negative CST indicates there were no late decelerations of the 
FHR with three uterine contractions in a 10-minute period 

Variable accelerations that occur with CST may indicate cord 


Nipple stimulation: Done if adequate contractions occur. 


Stimulate contractions to result n FHR accelerations: 


amniotic 
the NST, and others assass only the NST or ultrasound 
and AFI. 


immediately available and allow for delay of induction it 
fetal wel-being is confirmed 


Vibroacoustic stimulation test (vibration and sound): 
Stimulation of letus by artificial larynx device; Used as an 
adjunct lo the NST. The artic! larynx is applied to the 
woman's abdomen over the fetal head, then is activated with 
4 2- to 2-sécond stimulus, 


Used ioci vier its was ongina [er acia] айо 


‘previous NST 
Has reduced number of nonreactive NSTs as wells tins and oost 
Fetal accelerations in response to stimulus indicate fetal heal 


Maternal assessment of fotal movement (kick counts): 
‘Simple but valuable method for monitoring fetus. Itshoukd be 
‘encouraged after 2B weeks: gestation, with women setting 
aside а consistent time to do Ihe “kick counts." Mother 
should count the number of fetal movements for 20-60 
minutes 2-3 timas а day other protocols may be usad 


Recognize that the presence of fetal movernants U 


ore! Maternal use of drugs may affect fatal activity. 


Amniotic fluid index (AFI): This utrasound scan measures 


Identifes oligohydramnios, which is associated with growth 
restriction and fetal distress during labor because ot kinking 
of the umbilical cord 

Identifies hydramnios, which i associated with fetal anomalies 
Such as gastrontestinal obstruction ог fetal mrirops 


High levels associated Win open defects such as spina bifida | 
Low levels associated with chromosomal anomalies or 
hydatiditorm mole 


Tuner seeming: sis rs ыла TOE 
‘and unconjugated estriol; This is often 


May indicate trisomy 18 or 21 t estol is low and HOG is high. | 
May indicate tisomy 21 t inhibin A is elovated 
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FIGURE 5-4 Utrasonograghy is a noninvasive, panies metnod of 
‘scanning û pregnant woman's abdomen with high-frequency waves to 
determine fatal growth and development. The uvasouna traneducer s 


FIGURE 5-5 Amniocentesis, Ths woman is scanned by uirasound to 
locate the placenta and determine the poston cf tha fetus. A neadie is 
Inanc through the skin, taecia, and uterine wal, away tom Ina. 
placenta and body of the fetus. When the nesche is within the uterine 
сау, amniote fuc is within, 


hot tubs or saunas should be avoided because they in- 
crease body temperature, which may lead to fetal com- 
promise. Tub baths are contraindicated when the 
amniotic membranes have ruptured or the mucous 
plug has been expelled. 


PHYSICAL ACTIVITY AND EXERCISE 
DURING PREGNANCY 

Pregnant women may benefit both psychologically 
and physically from retaining some portion of their 
prepregnancy fitness. The goal of exercising is to 


FIGURE 5-6 Fetoscopy and cord blood sampling (cordocentesis), 
A tine-gauge fiberopte: scope is passed na the amiotic sac 

under ultrascund direction, and cord blood is aspirated hom rb 
КЧ 


strengthen muscles while minimizing the risk of join! 
and ligament injuries. Fatigue and clevated tempera 
tures should be avoided, 

Mild to moderate exercise is known to be beneficia. 
during normal pregnancy. The nurse should provid: 
guidance, based on the understanding that the mater 
nal circulatory system is the lifeline to the fetus ani 
that any alteration can affect growth and survival ¢ 
the fetus. The maternal cardiac status and fetoplacenti 
reserve should determine the exercise levels during a 
trimesters of pregnancy. Current health and fitne 
lifestyles mandate the inclusion of information cor 
cerning exercise during pregnancy in prenatal educ 
tion programs. 

А history of the exercise practices of the woman 
important, and gathering such information is the fi 
step in the nursing process. Active women may have 
higher tolerance for exercise than women who hav 
sedentary lifestyle. The goal of exercise during pn 
nancy should be the maintenance of fitness, not i 
provement of fimess or weight loss. The type 
exercise is also important. The woman should not 
supine, twist, bounce, or make jerky moveme 
during exercise (Box 5-3 on р. 76). 

Specific exercises that are helpful during pregna 
include the pelvie tit exercise, which involves al 
nately arching and straightening the back while 
the hands and knees or while standing against a 1 
(Figure 5-8 on p. 77), squatting, and Kegel exerc 
to strengthen pelvic muscles. Kegel exercises inv 
the voluntary contraction and relaxation of 

(Text omtinued on p 


А multigravida (P2. C5) is 37 years old. The woman is approaching her twenty-fourth week of gestation. She has cut down on. 
smoking. This pregnancy is unplanned, and financial status is unstable. She relates that her appetite has been poor when 
asked questions about her small amount of weight gain for the past 2 months. The certified nurse-midwife notes that fetal 


growth is delayed according to her estimated date of birth. 


Selected Nursing Diagnosis 
Deficient knowledge of conditions and equipment used 


Patient will verbalize understanding of 
lure. 


Patient will be able to describes 
and Weaknesses of her unde 


rine reisen rr 


Selected Nursing Diagnosis 
Fear related to the unknown 


Expected Outcomes 


Explain nature of test being performed, 
Sather invasive of noninvasive, 
and what she may experience. 
Review data to be obtained. This may 
be information about fetal growth, 
placental location, or number 
Of fetuses, 


Nursing Interventions. 


Informing woman helps relieve 
55 


wellbeing. 
Honest and open discussion promotes 
better understanding and trust. 
M satisfies need for ition of 
value of data to be obtained. 


Rationales 


Patient will that all questions 
3 
ала will be able to discuss correctly. 

Patient will tate her understanding of 
what she is fo do and will cooperate. 
thoughout the procedure. 

Patient will demonstrate bonding with. 
nurse and confidence by responding 
positively to instructions, 


‘Selected Nursing Diagnosis 
Puin related to invasive procedures. 


Expected Outcomes 


Listen to woman's concerns about the 
test(s) that have been scheduled. 


Instruct the woman in specific terms 
regarding what she will be required 
to do if she must participate in 
obtaining any data. 

Encourage verbalization; offer 
appropriate reassurance, 


Nursing Interventions. 


Helps woman develop redde view 
situation, 


Avoids fear of the unknown. 


May reveal other concerns not yet. 
addressed. 


Rationales 


Patient will maintain and verbalize 
comfort throughout the procedure(s)- 


Selected Nursing Diagnosis 


Offer clear, simple, short explanations. 


Give her directions on slow, deep. 
breathing in a calm, soothing. 


Provides opportunity for open 
communication at all times. 
Maintains а calm ond confident, 

caring environment. 


manner. 
Attempt to keep woman as comfortable Comfort increases compliance 


and dry as possible. 


Anxiety related to external monitor used for nonstress test or contraction stress test oí fetal heart rate 


Expected Outcomes 


Nursing interventions 


Rationales 


Patient will state her understanding of 
what she is to do and will cooperate 
throughout the procedure. 


Additional Nursing Diagnosis 


Explain how and why electronic 
‘monitoring is used and what to 
expect. 


Assure woman that someone will be 
with her or nearby continuously, 


Women and families sometimes 
express dissatisfaction with noise, 
beeps, and sounds of monitor and 
even concern that the monitor is a 
Substitute for nursing care. 

Resssures help is at hand. 


Anxiety related to pregnancy and its outcome: ineffective health maintenance related to lack of material resources 


Critical Thinking Questions 


1. A woman in her twenty-fourth week of pregnancy states she is feeling fine and asks whether an ultrasound needs to be 
done. She states she does not want any invasive procedures done to her. How would you respond? 
2. What are some nursing responsibilities in the care of a woman receiving an amnioinfusion after labor starts? 
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empty stomach. 
Eat dry crackers or toast Y to 1 hour before rising in the 


without тобну. fatigue, emotional factors: 
vomiting. ie teer sco rcu lie 
persists. may lead to hyperemesis Eat small frequent magis, 
gradam Drink fuas between meals 
‘Avoid greasy, odorous, spicy, or gas-forming foods. 
Increase Be. 

Increased vascular supply and hypertrophy of Wear a supportive bra (о alleviate tinging and tenderness), 
breast tissue caused by estrogen and ‘Avoid soap 10 tne nipples (о provant cracking), 
progesterone 

Results in tnging, tulnoss, and tenderness 


Pressure of growing uterus on bladder in both 
first and thied trimesters 
relaxes smooth muscles of 


Void when urge is felt (to prevent urinary stasis); increase 
fuid intake during day, 

Decrease fui in late evening to lessen nocturia; ити. 
caffeine, 


Practice Kegel exercises. = | 
Vaginal Increased Bathe or shower daly, 
discharge ‘endocervical glands in response to elevated Wear cotton underwear. 
feukomea) estrogen Jevels end increased Avoid tight undergarments and 
to the рос ares, causing white, viscid Каер the perineal area clean und dry. 
Avola douching and using 


tampons. 
Wipe the perineal area Irom топі 1о back ater toileting, 
Contact health care provider if there ls а change in color, 
odor, or character of discharge: 


Result of the sor s adaptation to posture. 
enlarges 


Increased Sit up for 30 minutes after eating a meal. 
Ipyrosis) relaxation of if. 
Regurgitation or backfow of gastrc contents Avoid overeating, 
into the esophagus buming Use low-sodium liquid antacids such as Gelusil or Maalox 
‘sensation behind the sternum, burping. and flquid wil coat lining battor than tablets}; avoid sodium 
Sour tastes in mouth _bicarbonste und Alka Seltzer, 
‘Constipation increased levels of progesterone increase fiu intake (a minimum of 8 glasses per day, not 
‘and fatulence eg ess, with increased water carbonated or cofforated 
(gas) ‘absorption (results in hardened. Of thair cîuretic effect) roughage in dl, and exercise. 
Pressure of enlarging uterus on intestine Exerciso to stimulate 
Diet, lack of exercise, and Establish regular schedule for bowel movement. 
‘contributing to hardening of Оо not take mineral ol or enemas. Consult health care 
provider about taking a stool softener (docusate). 
Homortiokis  Varicositios (distended vane) of rectum caused Use anesthetic ointment, cool witch hazel pads, or rectal. 
by vascular enlargement of pelvis, straining ... ДУЛ Др 
‘constipation, and descent of fetal head 
into pev Tua Gabi, deres, our di and have roger 
May disappear after bith, whan pressureis bowel habits to avoid constipation, 
Backaches 


‘Maintain corect posture with head up and shoulders back; 
mechanics. 


Wear low-neslad shoes to help maia better posture 
Do exercises such as talor sitting (cross-legged, shoulder 
rocking. 


e] UNIT IM Pregnancy 


ED Abdominal ligaments stretched by enlarging Avoid jerky or quick movements. 
uterus, causing pain in lower abdomen after Use pillow support for abdomen, 


sudden movements Use good body mechanics. 
Legcramps Pressure of uterus on blood vessels that Dorsilex foot and straighten leg with downward pressure 
impairs circulation to legs, causing muscle оп knee or stand with feet fat on floor when cramps 
strain and fatigue оооу (see Figure 5-7). 
__Imbalance in the calclum/phosphorus es Evaluate diet and calcium intake. 
Headache Emotional tension and fatigue ‘Obtain emotional support, 
Increased orculatory blood volume and heart — Practice relaxation exercises, 
rate causing dilaton and distention of Eat regular meals, 
cerebral vessels if headaches continue, report to caregiver [potential 
2 = ___ gestational hypertension). _ 
‘Varicose veins Relaxation of smooth muscle in walls of veins Avoid lengthy standing or siting, constnctive clothing, and 
‘caused by elevated progesterone bearing down during bowel movements, 
Pressure of enlarging uterus causing pressure Walk frequently, 
‘on veins, resulting in development of Rast with legs elevated, 
varicosities in vulva, rectum, and lega Wear support stockings; avoid light knee-higha. 


Exercise (to stimulate venous rotum). 
Relieve hemorrhoid swelling with warm sitz baths, local 
‘application of astringent compresses, or analgesic 


ointment, 
| Edema of feet Circulatory congestion of lower extremities Elevate lags when sting. — s 
and ankles: Increase rest periods. 
Avoid constrictive clothing апо prolonged standing or 
ming: 


Faintness and  Vasomotorinstablily or postural hypotension — Avoid sudden changes in position, prolonged standing and 
dizziness Standing for ong periods with venous stasis i мат crowded areas, 
lower extremities: Move slowly trom rest position. 
Avoid hypoglycemia by eating 4-6 small meals daly. 
Ue on left side when resting to avod supine hypotensive 
‘syndrome (pressure of uterus on vena cava). 
M symptoms do not lessen, report to caregiver, 


Fatgue Hormonal changes in early pregnancy and Try to get 8-10 hours of sleep. 
periodic hypoglycemia as glucose is used by Таке naps during the day it possible. 
embryo for rapid growth. Usa relaxation techniques, meditation, or change ot 
More prominent in early months of pregnancy — scenery 
Dyspnea. Later in pregnancy, caused by uterus rising Steep with several pllows under head. 


Into abdomen and pressing on diaphragm Ове deep chest breathing before going to sleep. 
Use proper posture while Sitting or standing, Avoid exertion. 


FIGURES-7 Relieving a leg cramp in pregnancy. Extend no lected eg, keaping knee straigt. and dorsex he foot (onl toes онака haa). Foot 
massage also аз с relaxation and is ап effective tacrvique for pain reel ring ator, 


Scenario 
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A 21-year-old woman comes to tbe clinic for her first prenatal visit. She is pregnant for the first time and states she is very tired 
and feels it may be caused by her poor dietary habits. She wants to know “all there i& to know” about having a healthy 
pregnancy, She asks the nurse for advice, 


Patient's actions will indicate an 
эбим of What is 
needed to promote wel 
— elo 


Patient will be able to state at least 


five danger signs to report to 
hedli cave provider 


Selected Nursing Diagnosis 
Deficient knowlege related to lack of education or experience. 
Expected Outcomes Nursing Interventions: 
Patient will be able to describe Assess current level of understanding, 
activities she can engage in that questions, and concerns. 
Will promote wellness of self and 
fetus. 
Develop rapport with patient, and create 
— learning environment, 
Teach support person along with patient, 


Explain the importance uf prenatal care 
and keeping all appointments, 


‘Teach about normal physiologic changes 
that occur during (fatigue, 
average weight 

testinal changes, urinary 
', onset of quickening, ек). 
M in how allele common. 
‘of pregnancy associated 
E normal physiologic changes. 

Explain rem needs (exercise, 
nutrition, rest, vic.) and ways to best 
meet these needs, 

activities hat are contraindicated 
Curing pregnancy (smoking ot hi 
alcohol consumption, use oí street 
drug or over-the-counter medications, 
x-ray examinations, changing liner 
boxes, eating raw meat, etc). 

Teoch danger теўлапсу to report 
immediately io 1 ee vidas 
(decreased fetal movement, vaginal 
bleeding, dysuria, edema of face and 
hands, blurred vision, frequent 
headaches, bag of waters rupture, etc) 

Provide patient with handouts, videos, 
and diagrams in a language the woman 

and understand. 


Provides baseline information needed to 
assist in forming an individualized 


teaching plan 
Sade мым regarding any 
misconceptions the patient may have 
that need correcting 

To decrease patient anxiety level: high 
anxiety impedes learning, When 
adequate rapport has been established 
between nurse and patient the 
usually feels more at ease 10 

iden or share. . 

support person can reinforce. 

information learned during the 
teaching sessions and can encourage 
patient to consistently put into 
practice what is learned, In some 
cultures, it is essential to include the 
father in teaching sessions; he may 
dictate еу ‘of what will or will 
Ce КМ often correlated 

Li is соп 
Ee tee pick ‘of compliance 
Some cultures do not view prenatal 
care as Important, so patients ned te 
understand why they should attend 
prenatal visit 25 

Anticipatory guidance of what to exper 
alleviates anxieties and fears from 


mácorcePtons that changes are 


Improves comfort level. 


Provides information needed regardin 
health-promoting behaviors that wil 
help optimize pregnancy outcomes 


These activities can. fetal 
development and well being, 


Ensures prompt interventions when 
‘complications occur. 


To reinforce verbal teaching and to 
provide information thatthe palier 
‘can refer to at a later time 


Coni 


Jg "v 


Rationales 


Ava 


of childbirth classes may be 
avallabie to enhance the patient's 
learning (prenatal classes, sibling 
classes, childbirth classes, etc). 
Classes also provide the 
for patients to interact with other 
pregnant women who сал validae 

other's experiences and support 
‘one another, 


24-hour dietary recall reflecting a 
. 


beverages, and increase intake of 
vitamin Be. 
1. patent has nausea and vomiting, instruct 
to avoid beverages with meals; 
vitamins containing iron in the first 
trimester; and foods that are spicy, 
greasy, or have noxious odors. 


Teach patient to report excessive nausea 
provider. 


Review 24-hour dietary intake and ask if 
this is typical of the normal diet. 


Determine current knowledge of 
nutritional needs during pregnancy 


Use a food guide to teach patient to eat a 
nutritional diet; provide her with a copy 
of the guide or the Internet address. 


Patient will state that her questions Encourage patient to call whenever she Providing permission to call will 
have been answered has questions or concern. increase likelihood that patient will 
satisfactorily. use this ınlty for increased 

learning and to have her concerns. 
addressed. 

Selected Nursing Diagnosis. 

Imbalanced nutrition, less than body requirements related to nausea, vomiting: knowledge deficit related to nutritional needs 

during pregnancy. 

Expected Outcomes. Nursing Interventions. Rationales 

Intake of nutrition will be adequate Determine weight at each prenatal visit. Maternal weight gain during pregnancy 
to meet maternal metabolic should avers кл kg eis the 
needs and to «uj normal first trimester and 044 kg/ weeks 
fii povaha development during the last two trimesters. 
as by: 

Maternal weight gain of 1.6 ky Determine degree of nausea and vomiting. Nausea and vomiting, which common) 
i) дийлен ter occur during the tat trimester asa” 
find O44 kg (1 fb) per Week unti result of hormonal changes that 
delivery decrease gastric mobility, can, if 

A lack of excessive nausea and. excessive, interfere with adequate 
vomit nutritional intake. 

Ensures adequate intake of I patient Is experiencing nausea and ‘These practices decrease nausea and 
essential nutrients Vomiting, instruct her to ea dry таси ting because they prevent the 

ог toast Ú hour before getting out of bed stomach from empty or 
in the mornings, eat small frequent distended and decrease gastric 
meals, drink noncaffeinated carbonated acidity. 


‘beverages 
with meals have both been associated 
with a higher Incidence of nausea and 
vomiling. 

Allows for varly intervention of 
alternative forms of nutritional. 
delivery if an oral diet cannot be 
tolerated. 

Provide baseline information of patient's 
aibi regarding areas cl delen 

ıi regarding areas of defici 
that need to be addressed. 

Provides information needed to develop 
30 individualized teaching plan. 

uring pregna nutrients 
are rire to meet the increased 
maternal metabolic rate and the needs 

коз guides ме ett 
guides are easy-to-use visual 

references for what a healthy 
diet should consist of that can be 
adapted to accommodate cultural 
pre 3 
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28 weeks and then increasing 


prenatal visit. 


Rationales 
Refer to dietitian as needed. Patients with specific chronic illnesses or 
special nutritional needs may require 
additional nutritional counseling and 
‘support. 
Review hemoglobin and hematocrit lobin «12 g/dL or hematocrit 
>: laboratory values. is indicative of iron deficiency. 
anemia. 

Teach patient the importance of taking Prevents vitamin deficiencies, iron 
prenatal vitamins, iron supplements deficiency anemia, and neurotubular 
pop the last two trimesters, and folic defects that have been associated with 

supplements as prescribed. folic acid deficiencies 
Fndal height reaching 28 ету тилу fundal heigl at each Measures fetal growth pattem. Fundal 


height averages 28 cm at 28 weeks and 


Critical Thinking Questions 


you provide? 
WC. Were las, wc Chien prn 


Instruct patient on ways to decrease. 
insomnia (avold drinking beverages with 
caffeine or exercising during the evening; 

хое relaxation with musie, a warm 
th, imagery, rendi 

Instruct patient to limit 
the evening, 

Instruct patient to position self in bed for 
maximum comfort (using pillows for 
support while side-lying or in a semi- 
Fowler's position). 


Kd Pate during 


Assist patient in eliminating nonessential 
tasks from her schedule, 


1 em/week until delivery then increases approximately 1 cm/ 
Access to adequate nutrition Discuss socioeconomic factors that can — eh purchase of coda 
interfere with adequate nutrition. necessary for a nutritional diet, 
referrals to community agencies may 
Refer to community agencies and WIC Local organizations may be available to 
program as needed. Т food to low-income familien 
Ба federally (unded food 
program that low-income. 
women with bot food vouchers and 
nutritional education. 
Selected Nursing Diagnosis. 
Fatigue related to effects of physiologic changes of pregnancy 
Expected Outcomes Nursing Interventions Rationales 
Pats wl osha his iced Bean o physiologic changes Information provides knowledge that 
to carry out required lbi o دزد‎ Ad сап motivate an individual to make 
Stiles of dally ving. fatigue during pregnancy. lifestyle changes that will enhance 
ay level by promoting adequate 
Аза patient developing pln be оп а plan increases 
Re U N A бы eben thatthe potent wil 
(napping when children nap or during follow through with the actions 
work lunch break, going to bed eater needed to successfully implement the 
adjusting work schedules, etc), 


сн d exces им aright can 
‘act as stimulants to the body. 
Relaxation techniques before bed can 
eliminate stress that is inhibiting 


sleep. 

Prevents frequent awakenings from 
nocturia 

Comfort rest. Азр 


[ere is important d 
supine to prevent 
hypotensive syndrome. А! 


que 
against the diaphragm, 
€: breathing more difficult an 
! position can alleviate dyspnea, 
Prevents Гы. rua from excessive 
dermande and allows time for. 
additional rest periods. 


1, A patient discovers she is pregnant for the first time. She is determined to give her baby the best environment possible. 
їп which to develop and asks you what she should avoid, What should you discuss with her? 
2. A patient complains of feeling nauseated in the mornings with occasional episodes of vomiting. What teaching can 
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Refer to dietitian as needed. Patients with specific chronic illnesses or 
‘special nutritional needs may requine 
additional nutritional counseling and 


‘support. 
‘Hemoglobin 212 g/dL and Review hemoglobin and hematocrit <12 g/dL or hematocrit 
hematocrit 2: laboratory values. «эль indica ve of om deficiency 
anemia, 


Teach patient the importance of taking Prevents vitamin deficiencies, iron 


‘prenatal vitamins, iron supplements deficiency anemia, and neurotubular 

during the last two trimesters, and folic — defects that have been associated with 
Fandal height reaching 28 cm by — anda Rage each N Fundal 
| ст ine tat jures fetal growth pattern. 

28 weeks and then increasing prenatal visit height averages 28 cm at 28 weeks and 
Lem week until delivery then increases approximately 1 em / 
Access to adequate nutrition Discuss socioeconomic factors that сап Iffinances prohibit the purchase of foods 

Interfere with adequate nutrition. necessary for a nutritional diet, 
referrals to community agencies may 
be required, 


Refer to community agencies and WIC Local organizations may be available to 
program as needed ape fond to lw income fais 
a federally funded food 
program that su -income 
women with food vouchers and. 


nutritional education. 
Selected Nursing Diagnosis 
Fatigue related to effects of physiologic changes of pregnancy. 
Expected Outcomes. Nursing Interventions. Rationales 
Patent will state she has sufficient Explain to patient physiologic changes Information provides knowledge that 
ergy to cary ош required „ 555 
activities of daily living. fatigue during pregnancy. lifestyle changes that wil enhance 
сотку level By promoting adequate 


Assist patient in developing a plan to Mutually оп а plan increases 
Increase amount ol ret and сер thw likelihood thatthe patent will 
(napping when children nap or during follow through with the actions 
work lunch break, going ta bed earlier, — needed to successfully implement the 
adjusting work schedules, et.) plan, 

Instruct patient on ways to decrease Caffeine and exercise late at night can 
insomnia (avoid drinking beverages with act as stimulants to the body. 
caffeine or exercising during the evening: Relaxation techniques before bed ean 

romote relaxation with music, a warm eliminate stress that is inhibiting 


th, imagery, reading, etc) sleep, 
Instruct patient to limit fluid intake during Prevents frequent awakenings from 
the evening, 


nocturia 
Instruct patient to position self in bed for Comfort promotes rest. As pregnancy 
maximum comfort (using pillows for rogresses, it is important to avoid 
support while side-lying or in a semi- [ing supine lo prevent supine 
Fowler's position]. Hen bee syndrome, As the verse 
larges. |, pressure is exerted 
‘against the diaphragm, which can 
make breathing more difficult: an 
upright position can alleviate dyspnea, 
Assist patient in eliminating nonessential Prevents fatigue from excessive 
tasks from her schedule. demands and allows time for 
additional rest periods. 


Thinking Questions 
А patient discovers she is pregnant for the first time. She is determined to give her baby the best environment possible 
_ n which to develop and asks you what she should avoid. What should you discuss with her? 
“А patient complains of feeling nauseated in the mornings with occasional episodes of vomiting. What teaching can 
‘you provide? 


oran les. ara Oren cape 


i "onm 


pubococcygeal muscles, as if starting and stopping 
urine flow (Box 5-4), Exercise can elevate the maternal 


temperature and result in decreased fetal circulation 
and cardiac function. Maternal body temperature 
should not exceed 38° C (100.4° Р), thereby ruling 
out hot tub and sauna use during pregnancy. 

"When the supine position is assumed and the 
uterus presses on the vena cava, the increasing uterine 
weight and size can cause poor venous retum and 
result in supine hypotensive syndrome. Orthostatic 
hypotension can occur and reduce the blood flow to 
the fetus. Certain positions need to be modified dur- 
ing pregnancy to avoid these problems, which can 
cause fetal hypoxia. 

Pregnancy increases the workload of the heart. The 
increase in peripheral venous pooling during preg- 
nancy results in a decrease in cardiac output reserves 
for exercise, When exercise is allowed to exceed the 
ability of the cardiovascular system to respond, blood 
may be diverted from the uterus, causing fetal hyp- 
oxia. Exercise increases catecholamine levels, which 
the placenta may not be able to filter, resulting in fetal 
bradycardia and hypoxia, Strenuous and prolonged 
exercise will cause blood flow to be distributed to 
the skeletal muscles and skin and away from the vis- 
сета and uterus. If the reduction in uterine blood flow 
exceeds 50%, serious adverse effects to the fetus may 


* Consult Ihe health care provider before starting an. 
‘exercise program. 
* The goul oF the exercise program shouid ba meintenarice. 
Improvement of finess- 


approaches. 
* Avoid activities that require balanca and coordination. 
* Avoid activities that ee holding the breath (Válealva's. 


талау), 

* Avold excessive intensity and sweating during exorcise. 
eie x rpm пее тоа cona pss 
shortness of | 


breath. 
* Do not exercise in the supine position after the frat 
trimester, 
* Do not use hot tubs oF saunas that raise the body 


ЕР ren аса Y пева № 
stop exercise. 
+ Avoid souba diving or exercising above 6000 feet in altitude. 


occur. For this reason, moderate exercise is preferred 
for pregnant women aver strenuous or prolonged ex- 
ercise. Exercise does increase maternal hematocrit 
levels, and uterine oxygen uptake increases during ex- 
ercise, so moderate exercise will not cause decreased. 
supplies to the fetus, 

Joint instability related to hormonal changes 
can result in injury if the woman engages in deep 
flexion or extension of joints. Range of motion 
(ROM) should not be extended beyond prepreg- 
nancy abilities, 

Safety measures should be used because of the 
changes in the body's center of gravity as the uterus en- 
larges. Liquid and caloric intake should be adjusted to 
тес! the needs of pregnancy and the demands of exer- 
cise. Women who have complications or conditions, 
such as hypertension or multiple gestations, should 
consult a health care provider before engaging in 
any exercise program during pregnancy. 


Prenatal Yoga 
‘Yoga is an exercise that includes mental centering 
(meditation), physical stretching (posing), and 
breath awareness and control, It is а popular labor 
preparation experience for women with minimal ob- 
stetric and medical complications. Bikram (hot) yoga 
is not recommended for pregnant women and Ash- 
tanga yoga (vigorous) may be too strenuous for the 
novice (Kinser, 2008). The American College of 
Obstetricians and Gynecologists (ACOG) provides 
guidelines for exercise during pregnancy that сап 
be beneficial to most pregnant women as prepara- 
tion for labor as well as psychological well-being 
(ACOG, 2003). 


SEXUAL ACTIVITY DURING PREGNANCY 


In а healthy pregnancy, there is no valid reason to 
limit sexual activity, The woman should be advised 
that pregnancy may cause changes in comfort and de- 
sire. Some women experience heightened sexual ten- 
sion during pregnancy. which i» partly caused by 
greater blood congestion of the pelvis. Sexual inter- 
course should not be engaged in after the "bag of 
waters" (the membranes containing the amniotic 
fluid that surrounds the fetus) ruptures ot after labor 
begins, 

The couple may consider alternative positions, 
such as side-by-side or female-superior positions, it 
this increases the woman's comfort. The woman 
should communicate with her partner about physical 
changes, including discomfort, decreased mobility, 
increased urinary frequency, leg cramps, fatigue, 
and sexual desire, Increased uterine activity Is often 
noted after sexual intercourse; this may be from breast 
stimulation, female orgasm, and prostaglandin in 
male ejaculate, 
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DOUCHING 


Although normal vaginal secretions are intensified 
during pregnancy, the pregnant woman should not 
douche unless prescribed by a health care provider. 
Douching changes the vaginal pH and alters the nor- 
mal vaginal flora, which has a protective effect against 
pathogenic organisms. If a douche is ordered by the 
health care provider, specific instructions will be given. 
to keep the douche bag no more than 15 cm (6 inches) 
above the level of the vagina while douching so that the 
water pressure is kept low. 


CLOTHING 

Clothing in pregnancy is generally an important factor 
influencing the woman’s feelings about herself and her 
appearance in public. Clothing should be adjustable, 


FIGURE 5-8 Exercises during pregnancy. A and B, The pev tit 
С, Proper stretch poston. D, Talor sting. E, Proper saui positon. 


Exercises for Muscle Strengthening. 
and Relaxation 


Pelvic tilt: Seated with knees bent and arms in back for 
suppor, the woman arches the lower back then relaxes 
10 the neutral position, This exercise strengthens back 
and abdominal muscles, The exercise can also be done 
‘on hands and knees as shown, 

Tallor sitting: The woman sits cross-legged on the floor to 
strengthen thigh and pelvic muscles, 

Kegel exercises (perineal muscle tightening}: The 
Woman contracts the pubococeygesl muscles, which. 
surround the vagina and urinary meatus. This perineal 


starting from head to toe, She relaxes all parts of the 
body, including face and hands. 
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loose, washable, and lightweight, For greatest comfort, 


The woman should ayoid wearing such articles as 
knee-high or thigh-high stockings, tight garters, or 
panty girdles because they can interfere with the blood 
Circulation of the legs. When constriction af the blood 
vessels in the legs occurs, edema and varicose veins 
may develop. 

As the woman's center of 
gravity moves forward, and she will have a greater ten- 
dency to fall. Thus, it is best for her not to wear high- 
heeled shoes. Also, high-heeled shoes aggravate back 
discomfort by increasing the curvature of the lower 
back. Low-heeled shoes improve balance and alleviate 
back pain. 


BREAST AND NIPPLE CARE 


During pregnancy, the breasts increase one or two cup 
sizes. The pregnant woman should wear a supportive 
bra to prevent the breakdown of elastic tissue within 
the breasts. If the woman plans to breastfeed her baby, 
the use of nursing bras should be encouraged. 

During bathing, no soap should be applied to the nip- 
рї area of the breasts because it has a drying effect and 
removes the natural oils provided by Montgomery's 
glands. 

Women should be advised that their breasts will 
secrete a substance called colostrum, a yellow fluid, 
before or during the last trimester. ЇЇ colostrum secre 
tion is profuse, she may need to place pads inside her 
bra to maintain dryness; otherwise, constant moisture 
next to the breast tissue may cause nipple excoriation, 
Nipple cups, designed for correcting inverted nipples, 
may be recommended during the last 2 months of 
pregnancy. The woman also needs to know that the 
size of her breasts has nothing to do with sufficient 
production of milk for the baby. 


DENTAL GARE 
Pregnant women can continue routine dental care, but 
radiologie procedures should be delayed until the 
completion of pregnancy. It is advisable to have cavi- 
ties filled and infected teeth treated. Using a soft tooth- 
brush will lessen bleeding from the gums, which 
increase in vascularity during pregnancy. 
Pregnancy affects oral tissues. Estrogen levels cause 
gum hyperplasia and can predispose the woman to 
КАПТА Which is evidenced by inflamed and sensi- 
tive gums. Dry mouth (xerostomia) or excessive saliva 
production (ptyalism) may occur during pregnancy. 
Esophageal reflux or vomiting during pregnancy can 
erode tooth enamel. Women with periodontal disease 
эге at increased risk for preterm or low-birth-weight 
newborns. Increased levels of prostaglandin (PGE;) 
are associated with the inflammatory process of peri- 
odontal disease and also with the onset of labor. 


Oral health is achieved by brushing with a soft 
toothbrush, flossing, adequately controlling plaque, 
obtaining regular professional check-ups, and main- 
taining adequate nutrition. Elective professional den- 
tal care is recommended during the second trimester 
of pregnancy. 

Fetal tooth development begins in the sixth week of 
gestation for primary teeth and in the tenth week of ges- 
lation for t teeth. Taking prenatal vitamins 
and fluoride and consuming foods rich in vitamins A, 
C, and Dand calcium, phosphorus, and protein during 
pregnancy is essential. Nurses should provide instruc- 
tions concerning oral care and the need for professional 
dental prophylaxis and adequate nutrition. 


IMMUNIZATIONS DURING PREGNANCY 


The pregnant woman needs to know that immuniza- 
tions with some attenuated live viruses should not 
be administered during pregnancy because of the pos- 
sibility of a teratogenic effect (potential for fetal dam- 
age) of the live viruses on the developing embryo or 
fetus, The woman should be encouraged to notify 
health care providers that she may be pregnant before 
any immunization is administered, 

The benefits of vaccination in pregnant women may 
‘outweigh the risks when the likelihood of disease ex- 
posure is high and infection would pose a risk to the 
mother or the fetus. Pregnant women who have not 
received a tetanus-diphtheria (Td) vaccination in the 
рая 10 years can receive a booster, Women who have 
not received the Td vaccine series can start the process 
in the second trimester of pregnancy. The tetanus, 
diphtheria, and pertussis (Tdap) vaccine may be given 
after delivery (Centers for Disease Control and Preven- 
tion [CDC], 2006), During the influenza season, the in- 
fluenza vaccine can be given to pregnant mothers in 
their second or third trimester, In high-risk situations, 
vaccines for yellow fever and anthrax can be given tò 
pregnant women after the first trimester (CDC, 2007), 
Because a hepatitis В virus (HBV) infection in the preg- 
nant woman can resultin severe disease for both mother 
and newborn, women at high risk for HBV infection can 
be vaccinated during pregnancy; the vaccine contains 
noninfectious hepatitis B surface antigen (HBsAg) par- 
ticles and should cause no risk lo the developing fetus. 
А known allergy to yeast is a contraindication to the 
HBV vaccine in the United States (CDC, 2005), 

Pregnancy is a contraindication for pneumococcal; 
hepatitis A; polio (oral [ОРУ] and inactivated (ІРУ); 
measles, mumps, rubella (MMR); and varicella vac- 
cines Women should be counseled not to become 
pregnant for at least 28 days after an MMR or varicella 
Vaccine has been administered. Women who are sus- 
ceptible to rubella should be vaccinated immediately 
after delivery. No known risk exists for passive immu- 
nization of pregnant women with immune globulin 
Preparations (CDC, 2005). 
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EMPLOYMENT DURING PREGNANCY 

In 1978, Congress passed the Pregnancy Discrimination 
Act, and an amendment in Title VII of the Civil Rights 
‘Act of 1964 requires employers to treat pregnancy- 
related disabilities the same as other disabilities. A fed- 
erally mandated 12-week unpaid leave of absence is 
available for the birth or adoption of a child under 
the Family Medical Leave Act (FMLA). Flexibility 
options for work also include telecommuting, part-time, 
flexible hours, ог light duty. 

Healthy pregnant women may work until their deliv- 
егу date if the job has safeguards, such as frequent rest 
periods and no heavy lifting is required. Strenuous phys- 
ical exercise, the need to maintain body balance or stand 
fora prolonged period, work on industrial machines, and 
other adverse environmental factors should be modified 
as necessary. Women in sedentary jobs should not sit or 
stand in one position for long periods. Movement is nec- 
‘essary to counter the sluggish circulation that encourages 
the development of varicosities and thrombophlebitis. 

‘Some occupations are more hazardous because they 
bring women intocontact with harmful substances. These 
occupations include those that involve working at refin- 
tries, research laboratories, sites where chemical fumes 
are present, and radiation sites. Pregnant nurses may be 
‘exposed to waste anesthetic gases in the OR or anesthetic 
gases expired by patients in the PACU. Exposure to ra- 
diation while assisting with portable x-rays also presents 
ап occupational hazard to pregnant nurses (Alex, 2011). 


TRAVEL DURING PREGNANCY 


Many women choose to maintain а normal lifestyle and 
travel during pregnancy, Pregnant women should be 
advised against prolonged sitting during travel. Because 
ol the increased levels of clotting factors and plasma fi- 
brinogen that normally occurs during pregnancy, there 
is an increased risk of developing thromboembolism 
with prolonged sitting (Steffen, Dupont, & Wilder- 
Smith, 2007). The recommendation is a maximum of 
6 hours a day driving, with stops made at least every 
2 hours for 10 minutes to allow the woman to walk 
around. Walking will increase venous return from her 
legs. Although pregnant women should wear seatbelts 
like everyone else, they should adjust the lap belt so that 
it fis under the abdomen and across the pelvic bones 
(Figure 5-9). Traveling by plane shortens traveling time 
and is not contraindicated, as long as the plane has a 
wellepressurized cabin and sitting time is not prolonged. 

Late in pregnancy, the possibility of early labor 
should be considered when traveling. The woman 
should be advised to ask her health care provider for 
а copy of her prenatal records to have, in case of an 
unexpected complication, Guidance concerning hand 
hygiene and dietary precautions to prevent diarrhea 
are essential. If needed, special oral rehydration solu- 
tions may be available, or bottled drinks may provide 


the fluid, sugar, and electrolytes needed, An oral rehy- 
dration formula recommended by the World Health 
Organization (WHO) is to combine 1 Lof water that con- 
tains 1 teaspoon of salt, 4 teaspoons of cream of tartar, 
16 teaspoon of baking soda, and 4 tablespoons of sugar 
(Caroll, 2005). The woman should be advised to wear 
comfortable shoes and long-sleeved clothing and use 
mosquito nets around the bed in insect-prone areas. 
Insect repellants with DEET are usually safe after the first 
trimester. Sunblock should be applied as appropriate 


EFFECT OF PREGNANCY ON MEDICATION 
METABOLISM 

The normal physiologic changes that occur during 
pregnancy affect the metabolism of medications admin- 
istered to the mother. Subtherapeutic levels may occur 
because of the increase in plasma volume, cardiac out- 
put, and glomerular filtration rate that occurs during 
pregnancy. Decreased gastric emptying time during 
pregnancy changes the absorption time of oral drugs 
and can delay onset of action. The increased levels of 
estrogen and progesterone may alter hepatic (liver) 
function resulting in drug accumulation in the body 
Drugs can cross the placenta and have an impact on fetal 
development: Taking ibuprofen during the third trimes- 
ter can cause an early closure of the ductus arteriosus, 
resulting in fetal distress. Drugs can pass into the breast 
milk after delivery and be ingested by the nursing new- 
bom. The woman must be cautioned against taking ану 
‘medication during pregnancy and lactation without first 
consulting her health care provider. 


be wom whenever naing n an avtomobi 
The lop portion of the bet shoud Бе placed taw, juat below the 
protuding abdomen The shoulder Бей should Бе placid above Me 
меге in pregnancy 
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The FDA has established risk categories for medica- 
Чоп use during pregnancy, and it is published in all 
drug reference books (see Box 4-3). The nurse should 
carefully review the safety classification of any drug— 
prescription or over-the-counter (OTC)—administered 
to a pregnant woman. Maternal drug exposure is re- 
lated to the occurrence of birth defects, More than 
80% of pregnant women use OTC or prescription 
medication during pregnancy and may not realize the 
potential dangers involved. The woman should be 
informed about the effects of substance abuse on the 
developing fetus (see Chapter 16). 


OTC Medications 


Tha pregnant woman should be advised not to take any ОТО 
medication without frst consulting her health care provider, 


The pregnant woman should be taught the danger 
signs that must be reported to the nurse-midwife or 
physician. Each woman should be given written infor- 
mation listing the important signs, written at a level 
and in a language that she can read, She should have 
specific directions and telephone numbers so that 
she can obtain assistance immediately 


Danger Signs During Pregnancy = 

* Headaches, visual disturbance, or dizziness 

* Increase in systolic blood pressure of 30 mm Hg or greater. 

* Increase in diastolic blood pressure of 18 mm Hg or greater 
or blood pressure greater than 140/80 mm Hg. 

* Epigastric, abdominal, or severe flank pain 

* Burning during urination or severe backache 

* Abnormal fatigue and nervousness 

* Anginal pain and shortness of breath noted with activity 

* Muscular тій, confusion, or seizures. 

* Vaginal bleeding or fud leaking from the vagina 

* Decrease in fetal movement creased kick count) 

* Fever greater than 38. C (09.4 F) 


WEIGHT GAIN AND FETAL GROWTH 

Adequate weight gain during pregnancy is required for 
maternal health and normal fetal growth and deve- 
lopment (Table 5-4 and Figure 5-10). Mothers who are 
underweight or who have a small weight gain during 
pregnancy place their infants ata higher risk for low birth 
Weight, prematurity, low Apgar scores, and morbidity. 
Theaccepted weight gain in fora healthy out- 
come in women of normal weight is 11.5 to 16 kg (25 to 
35 lbs). The recommended weight gain during the first 
trimester is approximately 1.3 kg (3 lbs), and after the 
first trimester, 045 kg (1 Ib) per week. The weight gain 
during the first trimester is almost entirely growth of 


‘maternal tissues. In the second trimester, growth is pri- 
marily maternal tissue with some fetal tissue. Growth 
is mainly fetal in the third trimester. Obese women face 
a greater risk of certain medical complications, Emphasis 
must be placed on the quality of food intake. 


NUTRITION 


The mother’s nutritional status can affect the outcome 
of her pregnancy. Pregnancy is a time when the well- 
being of one (fetus) directly depends on another 
(mother). With this knowledge, nursing strategies to 
determine the nutritional health of a pregnant woman 
include obtaining a complete nutritional history of 
food habits and preferences, monitoring nutritional 
status, and promoting nutritional education (see 
Evolve for more information), Studies have shown that 
poor fetal growth resulting from an inadequate mater- 
mal intake of nutrients can have long-term conse- 
quences for the fetus and be the cause of certain 
diseases in adulthood. Allergies and cultural factors 
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FIGURE 5-10 Went gan n an average pregnancy 
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‘may alter the dietary practices of some women, For ex- 
Ample n some cultures, milis mat parto he tadi- 
tional diet, Intake of some dark green, leafy vegetables, 
and tofu can provide calcium and iron. 


Common Foods Considered "НО? or "Cold" in Some Cultures" 
SOUTHEAST ASIA 


Hot Foods (Yang) Feds ao 
Perper e 
1. — ated mik 
S Der 
Em. Flour tora 
Kidney beans. 
Cold Foods (Yn) د‎ 8 
к Fruts and vegetables 
мк 
Сов or sour ods Ма 
HISPANIC Сот tortta 
ш Fad beara 


MyPlate (Figure 5-11) provides а quick reference for 
recommendations needed for а healthy diet. These 
guidelines were updated by the combined efforts of 
the U.S. Department of Health and Human Services 
and the US. of Agriculture (USDA) in 
2011. A well-balanced, nutrient-dense diet combined 
with adequate physical activity is the core of the revised 
guidelines. Dietary guidelines, sample menus, recipes, 
and many other resources for consumers are available 
Online (see Online Resources). Women who follow this 
guide during pregnancy can be well nourished at the 
time of delivery, 

Different countries and cultures have their own food 
guides based on cultural food preferences and food 
availability (Figure 5-12), Universal guidelines are not 
effective for all populations. They should be used as 
guides in providing a well-balanced diet and avoiding 
empty calories. The guidelines can be designed to 
meet the individual needs of the pregnant woman, 


NUTRITIONAL REQUIREMENTS 

DURING PREGNANCY 

Good nutrition influences the outcome of pregnancy, 
and a determination of nutritional needs is an impor- 
tant part of prenatal care. Research has shown that а 
daily supplement of 0.4 mg folic acid in the first weeks 
of pregnancy significantly reduces neural tube defects 
in newborns, such as spina bifida (CDC, 2010). Foods 
high in folate include beans, leafy green vegetables, 
and whole grains. 


Nutritional Risk Factors During Pregnancy 

* Adolescence (demands of normal growth spin added to 
needs of the pregnancy) 

* Short interval between pregnancies because depleted! Nutr 
‘ent stores ara not replenished 

* Unusual sating pattems (оса, or eating inedibla and nonnu- 
үймө substances) 

=» Vegetarian ieta with incomplete зи c the eight assenta) 
proteins 

* Previous iron deficiency anemia 

* inadequate nutritional intake 

* Low income 


* Substance abuse (alcohol, tobacoo, lici drugs) 
* Medics! conditons such as diabetes or kidney dysfunction 


In 2000, the FDA mandated folic acid fortification ot 
cereal grain (but not corn mesa grain) because folic 
acíd supplements do mot help those women with 
unplanned pregnancies. Folic acid is needed in the first 
few weeks of pregnancy before many women аге 
aware they are pregnant. In 2004, the CDC and Emory 
University formed the Flour Fortification Initiative 
(FFI) with the goal of having 80% of the world's wheat 
flour fortified with folic acid by the year 2015 (Berry, 
2010), This will significantly reduce the occurrence of 
neural tube defects around the world. (The upper limit 
of RDI folic acid intake is 1000 jig.) The recommended 
calorie increase from prepregnancy needs is approxi- 
mately 340 calories in the second trimester and 450 
to 500 calories in the third trimester. Breastfeeding 
requires an increase of 500 calories from prepregnancy 
needs. 

A fluid intake of six to eight glasses (1500 to 
2000 mL) per day is recommended to maintain body 
temperature and prevent constipation. Although an 
excessive intake of caffeine-containing fluids may 
cause constriction of blood vessels and has been asso- 
ciated with fetal growth restriction, a moderate intake 
of caffeine (limit to 2 cups of coffee or tea) may protect 
against gestational diabetes (Cox, 2009), 

Most women do not have iron stares to meet the de- 
mands of pregnancy (Gabbe, Niebyl, & Simpson, 
2007). Because iron needs of pregnancy cannot be 
met by diet alone, supplementation of one 325-mg tab- 
let of ferrous gluconate per day starting at 14 to 20 
weeks’ gestation is recommended. Taking iron on an 
empty stomach between meals increases its absorption 
(Gabbe et al., 2007), and eating citrus or foods high ir 
vitamin C also aids in the absorption of iron. The fer: 
rous form of iron is the only type readily absorbec 
by the intestine, and the nausea common to the first tri 
mester usually subsides between 14 and 20 weeks’ ges 
tation. A stool softener, such as docusate sodium, may 
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FIGURE 5-11 A, MyPlate is а uide to пеат eating for al paople. The colors repres 
recommended amounts to consume in relation tothe total diet plan. Portion size 
www .chocsamyplata gov, and entering the individual's weight, gendar, and act 
represents vegetables: rod reprosents fuit: blue represents a calcium source such 
В, The USDA provides specific recommendations for pregnant women 


4 the basic food groupe in tna dit, with approximate 
л bo indisusliee! for tha consumer by accessing the site 
lavei. The orange color represents whole grains: green 

так: and purpla represents meat, poultry, eggs, and beans, 
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FIGURE 5-12 Food guide plate from Mexico. The use of foods Inst 
rct вешу untavons or resections may crease cormprance whan 
cling parents and chron concerrang s balanced dei that 
eke optimam heatn. 


be taken to avoid constipation. Large amounts of iron 
ånd folic acid may reduce zinc absorption, and sources 
bf zinc, such as shellfish and whole grains, should be 
part of the diet. 


iron Supplements 3 
Iron supplements should be taken between meals orat bec 
0те. Mik, tea, coffee. antacids, calcium and oxalic acids in 
бото vegetables such as spinach, and EDTA additives present 
ıı some foods can decrease the absorption oF гол. 

Nondarry sources of calcium, such as u or turnip greens, 
avaiable for \actose-intolerant or vegetarian women. 


Proteins for Vegetarians 
• Dry peas and beans 

* Soybeans and lentis. 

* Poanut butter 

* Nuts and sesame seeds 
* Sunflower seeds. 

* Cottage слав 

* Cheese 

* Eggs. 


Un correr pretere о suppl al amarae слета amine ассы 


A calcium supplement may be prescribed when the 
imbalance of the calcium/ phosphorus ratio causes leg 
cramps. Vitamin D supplementation may be recom- 
mended for dark-skinned women, for women who 
cover most of their bodies when outdoors, or for those 
who use sunscreen with an SPF rating of 15 or above be- 
cause sunlight on the skin aids in vitamin D production, 
The FDA and the USDA have developed uniform food 
labels to inform consumers of contents of packages and 


canned food. The woman should be educated to care- 
fully read food labels, especially sodium content, to pro- 
mote the intake of nutrient-dense foods, 


Reading Labels Concerning Sodium Content 

Salt ree, sodium free: <5 mg 

Low sodium: «35 mg 

Ополе orno added salt: Na вал added during processing (out 
the food itself may not бе salt-ee) 


During pregnancy and lactation, the maternal 
intake of docosahexaenoic acid (DHA), an omega-3 
fatty acid, is essential for optimum brain development 
of the fetus and infant, The WHO recommends that a 
term infant receive 20 mg DHA per kilogram per day 
Matemal sources of DHA include fatty fish, such as At- 
lantic and sockeye salmon, halibut, tuna, and flounder; 
egg yolk; red meat and poultry; canola ой; and soybean 
ой. Frying foods negatively alters DHA content 
(Colombo, Carlson, & Levine, 2004). Choline is an 
essential nutrient that is best obtained via foods such 
as chicken liver, eggs, soybeans, salmon, chicken, and 
cauliflower. Malabsorption syndromes and medica- 
tions such as Phenytoin and barbiturates can interrupt 
absorption of choline and folates (Zeisel & da Costa, 
2009), 

Because the need for additional calories during preg- 
nancy and lactation is less than the increased need for 
specific nutrients, nutrient. dense foods (foods that are 
high in nutrients related to the calories provided) are 
recommended. Nutrient-dense foods include whole 
grain breads, fresh fruits and vegetables, and dried peas 
and beans. Lowenutrient foods should be limited 
Low-nutrient foods, also known as foods with "empty 
calories," include sweets and fats. The health care pro- 
vidershould be consulted before adding nutritional sup- 
plements during pregnancy because excessive amounts 
of some supplements can be toxic to the fetus (Box 5-5). 


Diet and Fotai Hh ___ 
A сотеаќол exists between maternal det and fetal health. The 
nurse should guide women of childbearing age concerning the 
valve of а well-balanced det so that they can be in a goce 
nutritional condon at conception and bir. 


‘Supplements to avokt during pregnancy include foros, 
papain, and black cohosh. Large amounts of green tea 
сап have ar anttolate action. Dietary supplernants contain: 
ing herbs are not recommended during pregnáricy because: 
‘concentrations are not monitored, and interactions сал be 
detrimenta 
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FOODS TO AVOID DURING PREGNANCY 

Women who are pregnant should avoid eating shark, 
swordfish, and king mackerel because these fish con- 
tain high levels of mercury that could be toxic to the 
fetus's developing nervous system. The mercury binds 
to the amino acids rather than to the fats and is retained 
after cooking. Other fish that should be limited include 
grouper, red snapper, trout, halibut, white albacore 
tuna, and marlin; they also have high levels of methyl 
mercury. The Environmental Protection Agency (EPA) 
advises pregnant women to limit fish intake to 170 g 
(6 ог) freshwater fish per week. Tuna, sushi, and all 
raw tish should be avoided during pregnancy. Eating 
limited amounts of salmon, trout, sardines, anchovies, 
and herring can provide needed DHA with minimal 
risk (Taylor, 2010). 

Guidance from a dietitian should be sought if the 
woman is a strict vegetarian, is lactose intolerant, expe- 
riences pica, or has a high-risk medical condition. 
Large amounts of liver should be avoided, especially 
in the first trimester, because of high levels of pre- 
formed vitamin A (Cox, 2009), Saccharine-containing 
sweeteners should be avoided because it may accumu- 
late in fetal tissue; however, other non-nutritive sweet- 
eners are safe in moderation. Foods high in nitrites can. 
cause fetal methemoglobinemia, Although nitrates are 
not harmful, some foods high in nitrates convert to ni- 
trites and can be toxic, especially around 30 weeks’ ges- 
tation (Cox, 2009). 


RECOMMENDED DIETARY ALLOWANCES AND 
DIETARY REFERENCE INTAKES 

In the United States, the Food and Nutrition Board of 
the Institute of Medicine (ОМ) and the National Acad- 
ету of Science, in cooperation with the USDA and the 
Us Department of Health and Human Services, de- 
veloped recommended dietary allowances (RDA) of 
dietary nutrient intake required to maintain optimal 
health, Research has shown an increase in the use of 
dietary supplements, resulting in the need to describe 
the upper limits of intake levels to prevent toxicity. 
Consuming dietary supplements containing trace ele- 
ments can result in toxicity if upper limits of intake are 
consistently exceeded, In response, a committee of the 
USDA Human Nutrition and Research Center pub- 
lished recommended dietary intakes (RDI) focusing 
on specific nutrients, Dietary reference intakes (DRIs) 
аге an umbrella term that includes RDA and RDI, 


vam C can inhibit the utitzation of vitamin Bre 


Pica is the consumption of substances usually consid- 
ered inedible and with no nutrient value, such as com- 


NUTRITION AND THE PREGNANT ADOLESCENT 
The pregnant adolescent may be nutritionally at risk 
because of social and economic factors, The pregnant 
teenager has the dual demands of pregnancy and ad- 
olescence, She must consume enough nutrients for 
her growing fetus and for her own continued growth. 

Many adolescents eat frequently during the day, 
They often indulge in soft drinks, tortilla chips, French 
fries, or fad diets, Counseling adolescents may be dif- 
ficult because they often are not in charge of buying or 
cooking their food. Therefore, the person le 
for buying and cooking their food should be included 
in the counseling sessions. The adolescent should gain 
in the upper limit of the range recommended for nor- 
mal adult women. 


EDUCATION FOR CHILDBIRTH 


The goals of education for childbirth are to help the ox- 
pectant parents and family become knowledgeable 
consumers, to be active participants in maintaining 
health during pregnancy and birth, and to learn appli- 
cable coping strategies that empower women and their 
partners to decide how to best manage their pregnancy 
and discomforts within the limits of medical safety, 
Parents are informed about the numerous comfort 
and pain-relief strategies available to them, as well 
as the benefits and risks. Throughout the decision- 
making process, they need support for their choices. 
The various childbirth education programs, such as 
Lamaze technique (psychoprophylactic method) and 
Bradley technique, share these common goals. Many 
hospital-based childbirth education programs cover 
а variety of options and techniques. Several nonphar- 
macologic forms of pain relief can be used alone or as 
complements to pharmacologic interventions (see also 
Chapters 8 and 21), 

Relaxation is one form that is taught in most child- 
birth preparation classes. Relaxation can keep the ab- 
dominal wall from becoming tense and allow the 
uterus to rise with contractions. lt also can serve as а 
distraction technique. Focusing and imagery are an- 
other method for distraction and for keeping the sen- 
sory input af pain from reaching the cortex of the 
brain. Breathing techniques help relax the abdomen 
and also have a distraction value. Touch and massage 
provide comfort and may release endorphins. 
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Effleurage is a technique of gentle abdominal mas- 
sage often taught in childbirth classes (see Chapter 8). 
Women can perform effleurage of their abdomens dur- 
ing contractions by using fingertip circular motions 
with both hands (Figure 5-13, A). Applying sacral pres- 
Sure (firm pressure against the sacrum) is helpful when 
the woman experiences pain in her back during contrac- 
fons (Figure 5-13, B). Other methods, discussed in 
Chapter 21, include hydrotherapy, biofeedback, acu- 
puncture, transcutaneous electrical nerve stimulation, 
and nosis. 

Preparing for coached childbirth emphasizes work- 
ing in harmony with the body by using breath control, 
abdominal breathing, and general body relaxation. 
Breathing techniques are encouraged and are the basis 
for most prepared childbirth classes in the United 
States. Controlled breathing patterns are used to avoid 
losing control. Coping strategies include concentrating 
оп а focal point, such as a favorite picture, to keep 
perve pathways occupied so that they cannot respond 
to painful stimuli Specific relaxation strategies 
leg, touch, imagery, music, and hydrotherapy) are 
used to deal with pain. The woman is taught to contract 
specific muscle groups while relaxing the remainder of 
her body. Instead of tensing during uterine contrac- 
tions, the woman responds with conditioned relaxation 
and breathing patterns. 

The basic underlying principles of most childbirth 
‘education include partner participation and support, re- 
faxation and breathing strategies, muscle conditioning, 
and knowledge of choices and alternatives that can em- 
power a laboring woman and her support person. 


eee wih beer ren c! pan sensat 


beck pan. The partner can use Ine palm ofthe hand, he knuckles, ors 
pregnancy enables effective гоойсе)ол cun 


Early prenatal classes focus on the first and second 
trimesters and discuss early gestational changes, self- 
care during pregnancy, fetal development, nutrition, 
rest, posture, exercises, and relief measures for common 
discomforts of pregnancy (Box 5-6). Emphasis is placed 
оп how to have a healthy pregnancy and avoid injury to 
the fetus. Later prenatal classes focus on changes 
that occur during middle pregnancy, danger signs to 
report, and preparation for labor and birth and include 
anticipatory guidance, birth choices, postpartum care, 
infant care and feeding, and newborn safety issues. 


Packing the Labor Bag 

ћете the woman сап take to the hospital for personal use dur- 
ing labor and aftar delivery may include: 

* Lotion for massage 

* Warm socks 

Personal washcloths 

Portable mn. n 

Tennis balls for back massage 

Sugarless lolipops for dry mouth 

Up balm 

Simple games for early labor 

CDs and CD player, IPod, се headphones. 

Robe or nighigown 

Nursing bra 

Toletnes 

Clothes for mother and baby for hospital discharge 


Childbirth preparation classes are available for 
grandparents and siblings, and most hospitals have 
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* омо common problems 


INFANT CARE CLASSES. 

* Growth, development, and care of the newborn 

+ Needed clothing and equipment 

* Adolescent classes for bith and parenthood preparation 

SIBLING CLASSES 

* Helping children prepare realistically for eir new brother 
or stator 

+ Helping столот understand mat facings ot Jealousy and. 
anger are normal 

* Giving paronts tps about helping older children adjust to 
the naw baby afiar bith 

VAGINAL BIRTH AFTER CESAREAN (VBAC) GLASSES 

* What to expect during labor when previous chidbirtn was. 
а cesarean section 


separate classes Гог adolescents and women with high- 
risk pregnancies. 


BREATHING PATTERNS USED DURING LABOR 


Breathing techniques are used to help the woman re- 
lax and override the pain of the uterine contractions 
(Box 5-7). 


hands. I 
. the infant can be. 


deprived of 
= A cleansing breath, or deep beat, before each 
‘contraction helps the woman relax, If he woman inhales. 


‘Paced breathing is а method in which the woman. 
paces herself by breathing rhythmically and, by self- 
regulation, is able to conserve energy. A cleansing 
breath should be as effortless and as deep as is comfort- 
able. It helps the woman relax and may play a role in 
enhancing oxygenation. Simple measures to overcome 
hyperventilation include rebreathing some exhaled 
carbon dioxide from cupped hands or breathing nor- 
mally while compressing one nostril with the index 
finger. Another technique is to have the woman 
breathe in a paper surgical mask to rebreathe some car- 
bon dioxide, The key is to change the rapid shallow 
breathing to slow, deep breathing, This may be accom- 
plished by having the woman count aloud and pace 
herself. 


Relaxation is the foundation of all breathing pat- 
terns. The breathing rate should be comfortable for 
the woman, If the woman chooses to inhale through 
her mouth instead of her nose, she should be taught 
Ways to protect her mucous membranes from drying 
‘out, such as sucking on crushed ice or sipping clear liq- 
шй». The overall goals of teaching breathing tech- 
niques (or paced breathing) are to (1) maintain 
adequate oxygenation of the mother and fetus, (2) in- 
crease physical and psychological relaxation and pos- 
sibly decrease discomfort and anxiety, and (3) provide 
а means of focusing attention. 

There is no “correct” breathing technique to prepare 
the woman for childbirth, The woman should be 
allowed to do what is most comfortable for her. If 
the woman has not attended childbirth classes, she 
can be taught as needed. It is important that each 
breathing pattern begin and end with a cleansing 
breath, which isa deep inspiration and expiration sim- 
ilar to a deep sigh. The cleansing breath helps the 
‘woman focus on relaxing. 
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First-Stage Breathing 

Siow Paced Breathing. In the early stages of labor, the 
woman uses a slow, deep breathing technique that in- 
creases relaxation. She starts with a cleansing breath 
фра бил Мешин showy ss oe eae 
end of a contraction, a cleansing breath 


Modified Paced Breathing. Modified paced breathing 
begins and ends with a cleansing breath. During the 
contraction, the woman's breaths are more rapid and 
shallow. The rate should be no more than twice her 
usual rate. Some women combine both slow and mod- 
ified paced breathing during the contraction. The pri- 
mary considerations are adequate oxygenation and the 
woman's comfort. 


Pattorned Paced Breathing. Patterned paced breath- 
ing is used during the later part of cervical dilation, 
It begins with a cleansing breath, which is followed 
by more rapid breaths, with an interspersed soft blow, 
which is often called “pant-blow” or "hee-hoo" breath- 
ing. If the woman feels an urge to push before her cer- 
vix is fully dilated, she should be encouraged to use a 
series of soft blows to counteract the desire to push 
(Figure 5-14). 


Second-Stage Breathing (Expulsion Breathing) 
When the woman has the urge and it is time for her to 
push, she should take a cleansing breath, then take an- 
other deep breath, and push down while exhaling 
(open-glottis technique). There is controversy about 
whether pushing over an extended period is a safe 
and effective method. The question is: Can it decrease 
the cardiac output and reduce placental blood flow? 
Traditional pushing with sustained breath holding 
against a closed glottis (Valsaiva's maneuver) results 
in an increase in intrathoracic pressure, possibly result- 
ing in fetal hypoxia, Proponents of open-glottis push- 
ing assert that pushing while exhaling, as if blowing 
ош а candle, does not inhibit venous retum to the heart. 
or impair blood flow to the fetus. If the woman does 
hold her breath, itis important that it be for a maximum 
of 6 seconds, followed by a deep cleansing breath. 

‘The nurse may position the woman with her head 
and shoulders bent forward, leaning on the diaphragm, 
to encourage the pushing sensation. Also, the woman 
may prefer a 45-degree recumbent position. 


NATURAL CHILDBIRTH 

Today, natural childbirth is the process of giving birth 
with minimum medical and pharmacologic interven- 
tions. The woman who requires or accepts assistance 
with pain relief should not be made to feel she has 
failed in her efforts. Prenatal classes also review the 


Respirations. 


D Contraction 
FIGURE 5-14 А, Siow paced braatring, Te рамот stans wen a 


D, Pater pace breathing bags ad enas үи a des 
breath. During the contraction, the woman: 
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birth process (Figure 5-15), pain management hola 
and care provider choices. Obstetricians and nurse-mi 
wives usually staff labor and delivery rooms in hos 
tals, Doulas are professionally trained to provi 
support during labor to the woman and her 

The care of the newborn, breastfeeding, family айар! 
Чоп at home, and telephone advice lines to call for he 
after discharge are all important components of a chil 
birth education program. 


зз onmin Pregnancy 


FIGURE 5-15 The nurse teaching а prenatal class chscusses the movemant 


Get Ready for the NCL 


* Adequate prenatal care improves the maternal and Infant. 
‘outcome. Emphasis is placed on health maintenance, 

* Preconception care enables screening for medical or 
Mestyle risk factors that can be managed before. 
pregnancy. it is best achieved when pregnancy is planned. 

* Culturally sensitive childbirth education should be 

‘available to ай pregnant women. 

The initial prenatal visit involved data collection concerning 

the woman's health history, lifestyle, cultural practices, 

And current health status. 

* Tho pregnant woman should have approximatoly 13 

prenatal visits to the health care provider to monitor 

weight, vital signs, height of the fundus, FHA, and other 
assessments as needed, 

Ultrasound is а noninvasive, painless. and safe method ot 

‘assessing fetal and placental conditions, It offers a 

valuable means of confirming pregnancy, assessing fetal 

growth, determining placental and fetal position, and ruling 
out fetal and placental abnormalities. 

Doppler ultrasound blood flow analysis is а noninvasive 

study of blood flow changes that occur in fatal and 

Vteroplacental circulations. 

Chorionic villus sampling is а first-trimester alternative to 

‘amniocentesis for prenatal diagnosis of some genetic 

conditions. 

Amniocentesis is performed to obtain amniotic fud celis, 

under the visualization of an ultrasound, through the 

‘abdominal and uterine walls into the amniotic sac. 

Sufficiont amniotic fluid must be present for the test to be 

dana. It is used in high-risk pregnancies to assess 

conditions such as genetic disorders, alpha-fetoprotei 
levels, and maternal-etal blood incompatibility. 

* BPP is used to evaluate the condition of the fetus by 
‘observing five variables: fetal breathing movements, gross 


ihe totus through the f 


fetal movements, letal heart rate (FHR) variability and 

reactivity, fetal muscle tone, and the volume of amniotic 

fluid Index (AF). 

The NST is used to assess feta! well-being by evaluating 

the abilly of the fetal heart to accelerate with fetal 

movement. The CST evaluates the response of fetal heart 
rate to uterine contractions. 

* The common discomforts of pregnancy occur às a result of 
hormonal, physiologic, and anatomic changes. The nurse 
provides the pregnant woman with facts about self-care 
Actions aimed at relieving discomforts and anxiety. 

* Tha nurse provides education and encouragement 
concerning ways to promote a healthy lifestyle, including 

exercises, body mechanics, and travel precautions. 

The pelvic tit, Kegel exercises, and tailor sitting are 

exercises taught in prenatal classes. 

Exercises should not increase body temperature above 

38° C (100.4* F}; should not be performed while lying fat 

‘on the back; should not cause the heartbeat to exceed 

140 beats/min; and should focus on maintenance of fitness 

Instead of improving fitness or weight loss during 

Pregnancy. 

Passive Immunization with immune globulin is safe 

during pregnancy. Live virus vaccines such as 

MMR, varicella, or rubella can cause fetal damage 

ала should not be administered during 

pregnancy. 

* The nurse reviews hazards that can occur, such as 
supine hypotension syndrome. 

= The optimum weight gain during pregnancy is 11.5 to 16 kg 
(25 to 35 Ibs) for normal weight women, 

* There is a high correlation between an adequate diet 
during pregnancy and fetal health, 

* Folic acid supplementation is advised to prevent neural 
tube detects. 


оп supplementation is recommended after 20 weeks" 
An adequate intake of iron is difficult to obtain 


types of classes are available for pregnant women 
anc their partners, ln addition, lasses те avalabl for 


nly used breathing techniques, such as slow, 
d, and patterned paced breathing, and 
ous relaxation are beneficial to the woman 
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f. Pregnancy is а contraindication for all of the following 
vaccines except: 


1. Inactivated pollo (IPV) vaccine 

2 Hepatitis В vaccine 

3. Varicella vaccine 

4. Measles, mumps, and rubella (MMR) vaccine 
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2. According to the Family Medical Leave Act (FMLA), 
how long is the Federally mandated leave of absence 
‘available for a parent following the birth or adoption of 
a chid? 

1. 6 weeks 
2. 8 weeks 
3. 10 weeks 
4, 12 weeks 


3. Which medication would be contraindicated for a woman 
In the 3rd trimester of pregnancy? 
1. Acetaminophen 
2. Ibuprofen 
3. Forrous sulfate. 
4. Docusate sodium 


4. At her first prenatal visit, a woman asks the nurse how. 
much weight is acceptable to gain during pregnancy. The 
nurse correctly responds that a woman of normal weight 
prior to pregnancy should gain: 

1. 10 to 15 pounds. 
2, 25 to 35 pounds 
3. 30 to 40 pounds. 
4 40 to 50 pounds 


5. When counseling а woman on nutritional 
requirements during pregnancy, the health care 
provider should provide which instruction(s)? (Select 
ali that apply) 
^ Adaily supplement of 0.4 mg folic acid inthe fist weeks. 

ot pregnancy significantly reduces neural tube defects 
in newboms. 
2. The recommended calorie increase in the second. 


4, Breastteading requires n decrease of 500 calorie. 
5. Fluid intake of sb to eight glasses per day ie 
recommended. 


6. Women who are pregnant should limit their intake of: 
1. Calcium. 
2 Liver 
3. Poultry 
4 Tuna 


Т, A couple attending an early prenatal class would most 
likely learn about: 


8. A woman in labor is 8 cm dilated and feels the urge to 
push. The nurse should encourage this woman to use: 
1. Patternec-paced breathing 
2. Siow-paced breathing 
3. Modified-paced breathing 
4. Expulsion breathing 
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A 28-year-old patient is GTPALM 100000. She came to the 
clinic because her home pregnancy test was positive, and 
‘sho states she has been trying to get pregnant, Her only wo. 
plaint is nausea in the mominga. She states her husband 
fisherman, and she loves to eat all kinds of fish. She asks 
‘whether ıt ıa OK to continue eating fish during her pregnancy. 
Her physical exam reveals an enlarged uterus and a positive 
‘Chadwick's sign. 


1, What does GTPALM stand for? 


2. If today is April 10 and her last menstrual period was 
March 1, what is her due date? 


3. ушга Gv’ gr? потта? v posts o 
of pregnancy? 


^ What advice would you give to the patent to relieve her 
nausea and vomiting in the momings? 


5. What advice will you give concerning her diet? 


Objectives. ШЕ 38 
1, Define key terms isted. 
2 Explain labor, ightening, vaginal show, effacement, and 
cervical dation. 

3. Recognize spontaneous rupture of membranes. 

4. Interpret tho events that signal approaching labor, 

5. List the four main variables inthe birth process. 

ê. Describe the abiity ofthe uterine muscles to contract and 
relax, 

7. Offerentte three distinctive characteristics of labor 
contractons. 

6, Differentiate between taise and tue labor 


Key Terms 
acme (р. 96) 

Braxton Hicks contractions (p. 98) 
‘crowning (р. 95) 

decrement (DÊK«r-mênt, p. 96) 
dilation (di-LÀ-shün, o. 96) 
duration of contraction (D 98) 
‘effacement (0-FAS-méont, p. 96) 
‘engagement (р. 95) 
episiotomy {р 102) 

extension (р. 100) 

external rotation (р. 100) 

false labor (p. 99) 

fetal attitude (р. 92) 


9. Wuetrate how frequency, duration, and intensity ot 

contractions are monitored. 

10, Describe fetal attitude, (etal lis, and fata! presentation. 

^1. List the ex positions that the occiput of tha fetal haad may 
occupy in relation to the matemal pelvis. 

12. Describe the term station as it relatos lo the maternal pelvis. 

13. Distinguish six factors that influence the course of labor. 

14. Interpret what is accomoliehed in each of the four stages of 
labor. 

15. Summarize the response of each body system io tha labor. 
process. 


fetal llo (p. 92) 

total position (p. 83 

fetal presentation (p. 92) 
floating (p. 95) 
frequency of contraction (p. 96) 
Increment Me-. p. 96) 
Intensity of contraction (p. 98) 
internal rotation (р. 99) 
labor (р. 91) 
ghtening (p. 98) 
molding (р. 92) 

show (0, 88) 

station (p. 93) 


The time of labor and birth, though short compared 
with the length of pregnancy, is perhaps the most dra- 
‘matic and significant period of pregnancy for the ex- 
pectant mother, newborn, and family. The process of 
labor and birth is a fairly predictable sequence of 
events that usually occurs їп a manner that results in 
a healthy mother and baby, 


THE PROCESS OF LABOR. 


The process by which the fetus, placenta, and amniotic 
membranes are expelled from the uterus is called labor. 
What initially causes labor to begin is not known, but it 
is thought to be a cascade of events. Changes in mater- 
nal hormone levels; stretching of the uterus by the 


growing fetus; and an interaction between the placenta 
and the fetal pituitary, hypothalamus, and adrenal 
glands all contribute to the onset of labor. Although 
many people focus on the uterine contractions when 
they define labor, the process of labor is actually an in- 
teraction of four important variables, known as the 
"four Ps": the Passageway, Passenger, Powers, and 
Psyche. These variables are discussed in this chapter. 
Other factors can influence the process of labor, includ- 
ing (Vande Vusse, 1999): 
Preparation: Attendance at prenatal classes reduces 
fear of the unknown. 
Position: Maternal preferences for horizontal, verti- 
cal, sitting, squatting, or side-lying positions may 
influence the progress of labor. 
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Professional help: A supportive nurse or doula 
(specially trained labor coach) can coach the 
‘woman through the labor process. 

Procedures: The number of vaginal examinations 
and other invasive procedures can interrupt con- 
centration and rapport during the labor process. 

People: The presence of supportive partners or fam- 
ily members can influence the smooth progress of 
labor. 


MAJOR VARIABLES IN THE BIRTH PROCESS 


The four factors most significant in the process of 
labor include (1) passageway or pelvis (its size and 
shape), (2) passenger (fetus) size and position, 
(3) powers (effectiveness of contractions), and (4) 
psyche (preparation and previous experience). An 
ideal labor is one in which the woman's bony pelvis 
is adequate, the fetus is of average size, and the 
strength of the uterine contractions increases suífi- 
clently to cause the cervix to fully efface and dilate. 
The woman's psyche—her ability to relax and concen- 
trate on muscle groups and to maintain à low level of 
anxiety—also plays a role in the normal progress 
of her labor. 


PELVIS 

The anatomy of the pelvis and uterus is discussed in 
Chapter 2. The angles of the birth canal are down- 
ward, forward, and upward, somewhat similar to 
the letter J, The pelvic curve must be negotiated by 
the fetus during the birth process. If the pelvic antero- 
posterior (AP) diameter is shortened by the sacral 
promontory or narrowed by the transverse diameter 
from the protrusion of the ischial spines or by the 
presence of a narrow pubic arch, the fetus will have 
difficulty coming through the birth canal. A clinical 
estimation of the pelvic measurements is an impor- 
tant part of prenatal care to determine adequacy for 
the birth process. An x-ray pelvimetry (measurement 
of the pelvis) is rarely performed. Other methods 
of estimating pelvic size such as a vaginal examina- 
tiom are discussed in Chapter 2 (Gabbe, Niebyl, & 
Simpson, 2007). 


PASSENGER 


The passenger includes the fetus along with the pla- 
centa, membranes, and amniotic fluid. 


Fetal Head 

The fetal head is engineered to withstand the pressure 
of uterine contractions and descent through the birth 
canal. Great pressure is exerted on the fetal head dur- 
ing labor, and even stranger pressure is applied to the 
head after the rupture of because the am- 
niotic fluid no longer serves as a cushion between the 
fetal head and the bony pelvis 


Bony Skull of the Fetal Head 

“The fetal head is composed of several bones separated 

by strong connective tissue, called sutures. A wider 

area, called а fontanelle, is formed where the sutures 
meet. The following two fontanelles are important in 
obstetrics: 

* The anterior fontanelle, a diamond-shaped area 
formed by the intersection of four sutures (frontal, 
sagittal, and two coronal) 

* The posterior fontanelle, a tiny triangular depression 
formed by the intersection of three sutures (one sag- 
ittal and two lambdoid) 

The sutures and fontanelles of the fetal head allow it 
to change shape as it passes through the pelvis 
(molding). The fontanelles are important landmarks 
їп determining how the fetus is oriented within the 
mother's pelvis during birth. 

The main transverse diameter of the fetal head is the 
biparietal diameter, which is measured between the 
points of the two parietal bones on each side of the 
head. The AP diameter of the fetal head сал vary, 
depending on how much the hend is flexed or ex- 
tended (Figure 6-1). 


Fetopelvic Relationship: Terminology 

Some common terms are used in a special way to de- 
scribe the fetopelvic relationship. It is important to 
know each term to understand the course of labor 
and birth, 


Fetal Attitude. Fatal stude is the relation of the fetal 
parts to one another. The normal attitude of the fetus is 
‘one of flexion. The fetus is flexed with head on chest, 
arms and legs folded, and legs drawn up onto the ab- 
domen. Changes in fetal attitude, particularly in the ex- 
tension of the head, cause the fetus to present a larger 
diameter of the fetal head to the maternal pelvis. Exten- 
sion of the fetal head, especially full extension in which 
the chin or face presents, makes vaginal birth difficult 
and sometimes impossible (Figure 6-2). 


Fetal Lie, Fetal la is the relation of the longitudinal axis 
of the fetus to the longitudinal axis of the mother. The 
ideal ів a parallel relation in which the long axes of the 
fetus and mother are the same. In rare instances the fe- 
tus lies crosswise in the uterus (transverse lie), which 
necessitates a cesarean birth. 


Fetal Presentation. Fetal presentation is determined 
by the body part of the fetus that is lowest in the 
mother's pelvis (Figure 6-3). А cephalic, breech, or 
shoulder presentation may occur. Cephalic (head first) 
presentation is the most common, occurring in approx- 
imately 95% of all births, and labor most often pro- 
ceeds normally. If the head is flexed, the position is 
referred to as a perlen presentation. Breech presentation 
‘occurs in approximately 3% of all births. In the breech 


Etanat ne 


A Flexion B 


Extension 
FIGURE 0-2. Attitude. A, Fetus is in no norma athe of exon, wih 
отта ond gs fex учу against the уул B, Fetus iain an auda. 
extenso. which 6 abnormal. Face presentation is strated. 


presentation, the presenting parts may be either the 
buttocks (complete or frank breech) or one or both feet 
(footling breech) (see Chapter 14). The rarest type of 
presentation is the transverse (or oblique), which oc- 
Curs in approximately 1% of births. These are referred 
to as malpresentations and do not proceed normally. 


Fetal Position. Fetal position, a more specific indication 
of the fetopelvic relationship, is the relation of some 

ed point on the presenting part to the four 
quadrants of the maternal pelvis: anterior, posterior, 
left side, and right side. If the reference paint is di- 
rected toward the transverse diameter of the maternal 


ТШЕ 6-1 The fetal head with bones, sutures, and fontanelles, Note thet ina anterior (antanalle is dumond-snaped, whereas the pose 
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Anterior 


pelvis, itis referred to ав а transverse position: The nota- 
Hons used to describe the fetal position are: 

R or L: Right (R) or left (L) side of the maternal 
pelvis; correlates with the right or left side of 
the woman's body 

0,5, or M: Designated point (landmark) of fetal pre- 
senting part: occiput (О), sacrum (S), or mentum, 
(face) (M) 

A or P: Location of the designated point to the ante- 
rior (A) (front toward symphysis pubis) or poste- 
rior (P) (back toward the sacrum) of the maternal 
pelvis or to the transverse diameter of the mater- 
nal pelvis (midway between symphysis and 
sacrum) 

Anterior is recorded as А, posterior is recorded as P, 
and transverse is recorded as T. The abbreviations (no- 
tations) help the caregivers communicate the fetal po- 
sition. If the back of the fetal head (occiput) is directed 
to the left of the woman's body and anteriorly toward 
the pubis, itis described as LOA (left occiput anterior). 
When the occiput is directed to the left of the woman's 
body and to the back toward the sacrum, itis LOP, and 
the labor is often longer with the woman experiencing 
more backache, which fs often referred to as back labor. 
The left occiput anterior and right occiput anterior po- 
sitions are the most common and facilitate a normal 
progression of labor. Abbreviations for fetal presenta- 
tions are shown in Box 6-1 


Station. Station is the relation of the presenting part of 
the fetus to an imaginary line drawn between the is- 
chial spines of the maternal pelvis (Figure 64). To 
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tutit simply, the station is how far the fetal presenting 
тап! has descended into the mother's pelvis. Station 
lefines the progression of (usually) the fetal head 
lown toward the pelvic floor. It is measured in centi- 
meters above or below the ischial spines, When the 
resenting part is above the ischial spines, it is at minus 
tation, with -5 at the inlet. When the presenting part 
+1 or zem below the spines, it is at the +1 or +2 
tation, Station +5 is at the outlet. When the presenting 
‘artis level with the spines, itis said to be at the 0 (zero) 


Process of Normal Labor. CHAPTER 6 ч 


station, and the head is referred to as engaged. This pro- 
gress is significant because when engagement occurs, 

the widest biparietal diameter of the baby's head has 
entered the inlet (middle of pelvis). Before the head 
becomes engaged, it is said to be floating. When the 
station is +2 or +3, the mother's perineum begins to 
bulge. 

‘Crowning takes place when the fetal head is forced 
against the pelvic floor and can be seen at the vaginal 
opening during contractions. During labor, the pre- 
senting part moves from the negative into the positive 
stations. Failure of the presenting part to descend in 
the presence of strong contractions may be caused by 
а disproportion between the maternal pelvis and the 
fetal presenting part. The movement of the presenting, 
part downward toward the outlet of the pelvis occurs. 
in the ninth month and is known as lightening, Engage- 
ment takes place when lightening occurs. 


POWERS: UTERINE CONTRACTIONS 
Understanding labor requires an understanding of 
the dramatic and unique physiology of the uterus. 
The uterine muscle (myometrium) is a smooth muscle 
that possesses the same properties as other smooth 
muscles in the body, Each muscle can contract and 
relax in a coordinated manner, Uterine contractions 
occur when uterine cells are stimulated to contract, 
and the stimulation spreads throughout the uterus. 
During labor, the contractions begin in the top of the 
uterus (fundus) and spread throughout the uterus in 
approximately 15 seconds. Because each contraction 
starts at the top, the nurse is able to ascertain the begin- 
ning of the contraction by placing her or his hands 
on the fundus. 


GUREB-4 Stations of presenting part (degree of engagement) n ris diagrama presenting рал has rescheci me « | station, Tha lower panie 
‘om the ischial spinas to e рем hoor, recrasents postive statione (+1, 72. +3), and na upoer pais, from tha nier or рема brim tn ja chia sores 


(Presents negative stahons (=, fl =1 
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A unique property of the uterine muscle is its ability 
to retain some of the shortening achieved during the 
contraction. This ability is called refraction or brachys- 
tasis. When the myometrium cells contract, the fibers 
of both the fundus and the body of the uterus shorten. 
When the contraction ends and the muscles relax, the 
fibers do not return to their original size but remain 
shorter than before the contraction. This continued 
shortening of the muscle fibers in the upper portion 
of the uterus results in a progressive decrease in the 
size of the uterine cavity and a thickening of the muscle 
tissue of the upper portion. These changes supply the 
force needed to advance the fetus. With less room at 
the top of the uterus, the fetus is forced to descend, 

Uterine contractions are referred to as the source of 
power that brings about the birth of the fetus. Because 
these contractions cause discomfort, they are commonly 
called labor pains. The amount of discomfort produced 
by the contractions varies with the intensity of the con- 
traction and the woman's tolerance of discomfort (her 
psyche), During labor, the woman may first perceive 
the contractions as back discomfort, The discomfort 
then radiates to the front of the abdomen. 


‘The Uterine (Labor) Contraction 

Each contraction is followed by a period of relaxation, 
the interval between contractions. This period is signif- 
icant to the mother and fetus, During the contraction, 
there is decreased blood flow through the uterine arter- 
les and intervillous spaces, This decline in blood flow 
lowers the fetal heart rate, If the mother is being 
observed by electronic fetal monitor, the decrease in fe- 
tal heart rate during contractions is carefully assessed 
(see Chapter 7). If the contractions become more 
frequent and prolonged, the decrease in blood flow 
can be cumulative and compromise the fetus, In other 
words, the fetus receives a decreased oxygen supply 
and experiences stress during contractions. For this 
reason, it is important that the caregiver report to the 
physician if labor contractions are so close that there 
are no relaxation periods between them or if ће inter- 
vals are progressively shortened, thereby causing 
significant patterns of fetal bradycardia. 

Labor contractions are affected by maternal posi- 
Чоп. When a woman lies on her back, the contractions 
are likely to be more frequent but of lower intensity. 
When she lies on her side, the contractions are likely 
to be less frequent but of greater intensity, Therefore, 
а side-lying position improves the progress of labor 
and improves oxygenation to the fetus. 


Effect of Contractions on the Cervix 

Cervical changes include cervical effacement and 
dilation. Cervical effacement is the shortening and 
thinning of the cervix, Normally, the cervix is 2cm 
(0.8 inches) in length. When effacement is complete 
(100%), the cervix has almost disappeared (Figure 6-5) 


Cervical dilation is the enlargement of the cervici 
opening (os) from 0 to 10 cm (complete dilation). Bot 
cervical effacement and dilation are measured by 
vaginal examination. [f the cervix is beginning to dilat 
or is thinned, the onset of labor is near. Dilation of 4 cr 
is significant because, at this point, the woman's activ: 
labor usually progresses to completion. 

‘Contractions cause the cervix to efface (thin) and di 
late (open) to allow the fetus to descend in the ЫН 
canal, Before labor begins, the cervix is a tubular struc 
ture about 2 em (0.8 inch) long. Contractions simulta 
neously push the fetus downward as they pull the 
cervix upward (an action similar to pushing a bal 
ош of the cuff of а sock). This causes the cervix to be- 
come thinner and shorter. Effacement is determined by 
a vaginal examination and is described as a percentage 
of the original cervical length. When the cervix is 100% 
effaced, it feels like а thin, slick membrane over the 
fetus. 

Dilation of the cervix is also determined during а 
vaginal examination. Dilation is described in centime- 
ters, with full dilation being 10 cm. Both the dilation 
and effacement are estimated by touch rather than 
being precisely measured, 

When the cervix is fully dilated (second stage of 
labor), the woman often uses her abdominal muscles 
to superimpose intraabdominal pressure on the con- 
traction pressure. The bearing-down effort with the 
abdominal muscles is consciously controlled and is 
of great assistance in the final push to expel the fetus. 
It is important that someone (the nurse or significant 
other) coach the woman in her bearing-down effort 
during labor contractions, 


Characteristics of Uterine (Labor) Contractions 
Uterine contractions are the important source of power 
that (1) produces cervical effacement and dilation, 
(2) causes the letus to engage and rotate, (3) causes 
the fetus to be delivered, and (4) detaches and expels 
the placenta (afterbirth). Therefore, for labor progres- 
sion to be assessed, it iy important to know the type 
of contractions the woman is having. The characteris- 
tics of labor contractions include frequency, duration, 
and intensity (Figure 6-6), 


Phases of Contractions. Each contraction has the fol- 
lowing three phases: 

1, Inerement, the period of increasing strength 

2. Peak, or seme, the period of greatest strength 

3. Decrement, the period of decreasing strength 

Contractions are also described by their average 
frequency, duration, intensity, and interval. 


Frequency of Contraction. Frequency of contraction is 
the elapsed time from the beginning of one contraction 
until the beginning of the next contraction. Frequency 
is described in minutes and fractions of minutes, 
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FIGURE 6-5 А, Changes in abdominal contour before and during utenne contraction. В, Ateoesment of quency, duration, and intensity of лепте 
contractions during labor. 
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such as "contractions every 4% minutes." Contractions 
occurring more often than every 2 minutes may reduce 
fetal oxygen supply and should be reported. 


Duration of Contraction. Duration of contraction is the 
elapsed time from the beginning of a contraction until 
the end of the same contraction. Duration is deseribed 
as the average number of seconds for which contrac- 
tions last, such as "duration of 45 to 50 seconds." Per- 
sistent contraction durations longer than 90 seconds 
may reduce fetal oxygen supply and should be 
reported immediately. 


Intensity of Contraction. intensity of contraction is the 
approximate strength of the contraction. In most cases, 
intensity is described in words such as mild, moderate, 
or strong, which are defined as follows: 

Mild contractions: Fundus is easily indented with 
the fingertips; the fundus of the uterus feels sim- 
ilar to the tip of the nose. 

Moderate contractions: Fundus can be indented 
with the fingertips but with more difficulty; the 
fundus of the uterus feels similar to the chin. 

Firm contractions: Fundus cannot be readily 
indented with the fingertips; the fundus of the 
uterus feels similar to the forehead. 


Interval. ‘The interval is the amount of time the uterus 
relaxes between contractions. Blood flow from the 
mother into the placenta gradually decreases during 
contractions and resumes during each interval. The 
placenta refills with freshly oxygenated blood for the 
fetus and removes fetal waste products. Persistent con- 
traction intervals shorter than 60 seconds may reduce 
fetal oxygen supply. 


Report tothe registered nurse any contractions that occur more 
fequenti than every 2 minutes, last longer tnan 90 seconds, or 
have intervals shorter than 60 васопоз. 


PSYCHE 


The psyche is recognized as part of the labor process. 
For example, anxiety and fear can decrease a pregnant 
woman's ability to cope with pain in labor. Maternal 
catecholamines (stress hormones secreted when the 
Woman i$ anxious or fearful) are known to inhibit 
uterine contractility and placental blood flow. How- 
ever, relaxation augments the natural process of 
labor, 

Prenatal care and childbirth classes prepare the 
mother to cope with the labor process. The nursing 
responsibilities during labor include the use of strate- 
gies to reduce anxiety and promote relaxation, 


Conservation of energy until it is needed in the expul 
sion stage will avoid exhaustion and the developmen 
of an electrolyte imbalance, which can occur with hy 
perventilation and profuse perspiration. 

Culture, expectations, past experiences, languag 
barriers, and availability of a support person ar 
factors that influence a woman's ability to cope wit 
the experience of labor and delivery. Traditional ати 
‘nontraditional forms of therapy used to deal with th 
discomforts of labor and delivery are discussed iı 
Chapters 8 and 21, 


EVENTS BEFORE THE ONSET OF LABOR 


Any of the following signs noticed by the expectan 
woman indicates that labor usually is not far away 
lightening, vaginal discharge (show), false labor, spon 
taneous rupture of membranes, and cervical changes 


LIGHTENING 

Lightening describes what happens when the fetu 
begins to settle in the maternal pelvis and mov 
downward toward the pelvic outlet, In referring t 
lightening, some women say, "The baby has droppe 
down" because the fundus no longer presses on th 
diaphragm. However, there is more pressure fron 
the fetal head on the maternal blood vessels, nerves 
and bladder. The physical changes that occur in th» 
mother as а result of lightening include (1) easie 
breathing, (2) more frequent urination, (3) leg cramps 
and (4) edema of the lower extremities. 


VAGINAL DISCHARGE (BLOODY SHOW) 

With cervical changes caused by increased pressure i 
the pelvic region, а blood-tinged mucous plug be 
comes dislodged from the cervical os. The blood i 
from the rupture of superficial blood vessels. Blood! 
show appears as pink-stained mucus and is differen 
from the bleeding that occurs during menstruatiot 
or from a cut finger. 


ENERGY SPURT 

Some women have a sudden burst of energy 1 or 2day 
before labor. The cause of this energy spurt is unknown 
Some call ita “nesting time” when the woman prepare 
the nursery or cleans house, The woman should by 
warned not to overexert herself during this high-energy 
phase. Rather, she should conserve this energy so tha 
she will not be exhausted when labor begins. 


FALSE LABOR 
Later in pregnancy, the expectant mother become 
aware of Braxton Hicks contractions that are painles 
but may be felt when she places her hand on he 
abdomen. 

‘Braxton Hicks contractions are irregular contraction: 
that begin during early pregnancy and are rarely 


perceived by the pregnant woman. They may intensify 
f term approaches. When the woman becomes more 
Eware of and sensitive to the Braxton Hicks contrac- 
‘Sens she may believe that labor has started (see the 
Mescussion of true and false labor later in the chapter). 
Although Braxton Hicks contractions are often called 
= labor, they do play a part in preparing the cervix 
фә dilate and in adjusting the fetal position within 
be uterus. 


Uterine activity increases during the last 2 to 
B weeks of pregnancy, but the contractions remain 
bonding ted and irregular. These contractions help 
‘Gemarcate the uterus into the upper segment (the mus- 
ular, contractile portion) and the lower segment, 
hich is relaxed. 

If the woman is near term and the contractions are 
comfortable, the woman may come to the hospital, 
B the cervix has not dilated and the contractions 
Pemain irregular or stop, the condition is called taise 
bor, or prodromal labor. The conclusive difference 
‘between true labor and false labor is cervical change 
ich as dilation, which occurs with true labor 
[Table 6-1). False labor has no clinical significance 
‘(except that it causes maternal anxiety and premature 
mission to the hospital. The experience may be 
disappointing and embarrassing to the woman and 
her family. 


SPONTANEOUS RUPTURE OF MEMBRANES: 
taneous rupture of the amniotic membranes 
M) occasionally occurs before lal 

SROM is what women mean when they say, "My 

broke.” At term, it is not unusual for women to go into 
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labor within 24 hours after SROM. If labor does not be- 
gin within 24 hours, it is often induced because of the 
risk of infection because of the open passageway into 
the uterus. The induction of labor by artificially ruptur- 
ing the membranes is not done until the pregnancy is 
near term. When the membranes rupture, there is а 
danger of a prolapsed cord if the fetal head has not 
settled in the pelvis (the umbilical cord can descend 
along with the discharge of amniotic fluid). Initially, 
there can be either a trickle or a rush of fluid. For 
SROM to be differentiated from urine or vaginal fluid, 
а Nitrazine paper test is used to determine the pH of 
the fluid. Amniotic fluid is slightly alkaline (which 
tums the paper blue), whereas urine is generally 
acidic, When the amniotic membranes are artificially 
ruptured, it is referred to as AROM; PROM refers to 
premature rupture of the membranes. 


LABOR 
MECHANISMS OF LABOR 


The mechanisms (cardinal movements) of labor are a 
series of movements that reflect changes in the fetus's 
posture as it adapts to the birth canal, Most of the 

in posture take place during the second stage 
of labor; however, descent and some flexion may take 
place earlier, 

The posture changes (mechanisms of labor) are dic- 
tated by the pelvic diameters, maternal soft tissues, the 
size of the fetus, and the strength of contractions, The 
fetus must turn and twist to locate the easiest path, 
In essence, labor proceeds along the path of least resis- 
tance through the adaptation of the smallest achievable 
fetal dimensions to the contour of the maternal pelvis, 
‘The mechanisms of labor are the series of adaptive 
movements of the fetal head and shoulders and in- 
clude (1) engagement and descent, (2) flexion, (3) inter- 
nal rotation, (4) extension, (5) external rotation, and 
(6) expulsion (Figure 6-7). 

Descent cannot be isolated from the other adaptive 
movements because it occurs throughout the labor 
process. As the head moves toward the pelvic inlet, 
it is described as floating. 

Engagement occurs when the biparietal diameter of 
the fetal head reaches the level of the ischial spine of 
the mother's pelvis (presenting part is at a 0 station 
or lower), This descent may occur before or after labor 
begins and is caused by the pressure of contractions 
and of the amniotic fluid. 

Flexion occurs as the fetal head descends, The head 
flexes «o that the chin rests on the chest, Flexion en- 
ables the smallest fetal diameter to enter the maternal 
birth canal. It normally occurs when the fetal head 
meets resistance from the pelvis and soft tissues of 
the pelvic floor. 

тетте! rotation occurs as the fetal head rotates from 
the transverse position to the anterior position, 
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FIGURE 6-7 Mechanisms of normal labor in a left occipitoanterior vertex position. 1, Head flowing before: 
‘and descent occu Bs the haad moves toward the psc ret; descent continues; 3, 


engagement: 2, 
descent and internal ration 1o occiput anten (ОА) postion: 4, 


‘complete rotation and beginning extension аз the head reaches the paiic foor; 5, the head is bom by completa extension. б, resttution and externa 
rotation, returning 10 lat ОА (LOA) position and alignment with the shoulders: 7, deilvey of the anterior shouiw. B, with delivery of the pesteror 


shoulder, expulsion occurs as the боду of the baby a bom. 


aligning itself with the AP diameter of the maternal 
pelvis. Pressure from the pelvic floor encourages the 
fetal head to rotate anteriorly and rest beneath the 
symphysis pubis. 

— = the fetal head reaches the pelvic 
floor, at which point it pivots under the symphysis pubis 
and advances upward. This results from a combination 
of pressure from the uterine contractions, abdominal 
pressure exerted by the mother's pushing, and resistance 


from the pelvic floor. Asextension occurs, the occiputap- 
rs at the vaginal opening (crowning), followed by the 
nose, mouth, and chin. Extension is complete 

When the entire head is born. 

External rotation, often called restitution, occurs af- 
ter the head is delivered. The head immediately rotates 
back to the transverse position to be in alignment with 
the shoulders, and then the shoulders align themselves 
to the AP diameter of the pelvic outlet. 


‘Expulsion usually proceeds as follows. First, the an- 
rior shoulder rotates forward under the symphysis 
‘pubis and is delivered, followed by delivery of the pos- 
terior shoulder; then the delivery of the rest of the 
baby's body is rapid. The expulsion, or birth of the 
fetus, ends the second stage of labor. 

‘Placental expulsion, or delivery of the afterbirth, 
к not one of the mechanisms of labor but normally 
Securs between 5 and 30 minutes after the birth of 
the baby, The uterus begins to contract, reducing its size, 
immediately after the birth of the baby, and the pla- 
tenta is sheared off from the endometrium (lining of 
‘the uterus), Signs of placental separation are (1) length- 
‘ening of the cord, (2) in the shape of the uterus, 
and (3)a trickle or gush of blood from. the vagina. Ifthe 
dull (maternal) side of the placenta appears first, it is 
Toferred to as а Duncan mechanism; if the shiny (fetal) 
‘side appears first, it is referred to as a Schultze mech- 
anism (sec Figure 7-15). Periodic studies have not 
shown any significant differences between the two 
Mechanisms. Placentas implanted low in the uterus 
‘are usually delivered by the Duncan mechanism. 
Placentas implanted near the fundus of the uterus 
‘are usually delivered by the Schultze mechanism, The 
delivery of the placenta ends the third stage of labor. 


THE FOUR STAGES OF LABOR 


Labor is divided into four stages. Each stage has its 
pwn changes that set it apart from the others. The pow- 
ers of labor and variables mentioned earlier that influ- 
fence the course of labor should be considered in the 
assessment of each stage. 


First Stage 

The first stage of labor is the longest and most variable 
stage. The first stage begins with the onset of regular 
‘contractions and is complete when the cervix is fully 
dilated and effaced. The first stage is referred to as 
the stage of dilation and effacement, The contractions 
bring about two important changes їп the cervix: (1) 
complete effacement of the cervical canal (100%) and 
(2) complete dilation of the cervix (10 cm). 

‘The first stage of labor is divided into latent, active, 
and transition phases, each characterized by certain 
physical and psychological changes. The first stage 
of labor may last from В to 20 hours in the primipara 
and 5 to 14 hours in the multipara. 


Latent Phase. The latent phase is the early, slow part 
of labor, which begins with the onset of regular con- 
fractions and lasts until the cervix has dilated to at 
least lem. this phase, the contractions become 
stabilized and are usually mild. They occur every 10 to 
15 minutes and last approximately 15 to 20 seconds. 
At this point, the woman feels that she is able to cope 
with discomfort. She is often talkative and smiling and 
relieved that labor has finally started. She is 
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encouraged to be out of bed, watching TV, or talking 
with her partner. This is a good time to ask the woman 
whether she has any questions about what to expect 
and, if she is anxious, to teach her some of the relaxa- 
tion techniques. At this time, she is able to focus clearly 
оп what is being taught. 


Active Phase. The active phase causes the woman 
different degrees of discomfort. The contractions 
are stronger and last longer, with the result that 
cervical dilation progresses from 4 to 7cm. Fetal 
descent proceeds. The duration of contractions in- 
creases to 30 to 45 seconds, They occur approxi- 
mately 5 minutes apart and are of moderate to 
strong intensity. During this phase, the woman can 
be assisted in her breathing techniques and relaxa- 
tion. She may continue to walk until she is uncom- 
fortable or until her amniotic membranes rupture. 
As her contractions increase, her anxiety and dis- 
comfort increase, She may begin to doubt her ability 
to cope with the labor contractions. 


Transition Phase. The transition phase is the last part 
of the first stage. Cervical dilation continues ata slower 
rate but becomes complete (8 to 10 em), The contrac- 
tions are now more frequent, last longer (60 to 90 sec- 
onds), and are stronger. During this phase, the woman 
may exhibit the decreased ability to cope with her 
contractions and pain. The woman often becomes very 
restless, frequently changing positions and feeling as if 
she has been abandoned, It is crucial that the nurse 
stay with the woman at this time as a backup or relief 
for the support person. The woman often needs to 
be reminded of how to relax and focus or refocus 
with each contraction. She may also become irritable 
and not want to be touched during her contractions 
(Box 6-2). The woman often fears losing control and 
is completely self-focused. 


* Restiessness 
* Sense of bewicleement and sometimes anger 

: Sen tret ма “cannot continué" or "can't take (* 
* Оюу in folowing directions; need for struction wil 
Bach contraction. 


movement 
* Feelings of warmth; throwing off covers (exposure may 
‘erinarrase partner) 


* imtabily 
* Contractions otten only 1 102 minutes apart and ast up to 
B0 seconds 
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The woman may feel a splitting sensation by the 
force of the contractions and pressure of the fetal 
head near the opening of the cervix. As the fetal head 
descends, she likely will feel the urge to push be. 
cause of the pressure from the fetal head on the sacral 
nerves. As she her abdominal muscles exert 
additional pressure, which helps the fetal head de- 
Send. As the fetal head continues its descent, the 

'um begins to bulge and flatten, and soon the 
fetal head can be seen at the vaginal opening. The first 
stage of labor ends when the cervix is completely 
dilated and effaced. 


Second Stage 

‘The second stage of labor (stage of expulsion) begins 
when the cervix is completely dilated (10 cm) and ends 
with the birth of the baby. At this time, the woman usu- 
ally feels the urge to bear down (as if she has to have a 
bowel movement), She may now use her abdominal 
muscles to assist the involuntary uterine contractions 
as a force to cause the descent of the baby. She should 
be coached not to hold her breath more than 5 seconds 
ata time when she pushes, Prolonged breath holding, 
may trigger Valsalva's maneuver, which results from 
the closing of the glottis, thereby increasing intratho- 
racic and cardiovascular pressure. This can diminish 
the perfusion of oxygen actoss the placenta and result 
in fetal hypoxia and abnormalities in the fetal heart 
rate An open-glottis method should be used in which 
air is released through the mouth during pushing. 
This method avoids the intrathoracic buildup of 
pressure. 

The second stage generally lasts (rom a few minutes 
to 2 hours. Descent of the fetal head causes bulging of 
the perineum. Crowning occurs when the fetal head is 
seen in the external opening of the vagina. Between 
contractions, the fetal head appears to recede, With 
succeeding contractions and the woman pushing, 
the birth is imminent, The uterine contractions are 
forceful but now are usually only every 2 to 3 minutes 
in frequency and last 60 to 90 seconds. There usually is 
an increase in bloody show, 

As the fetal head reaches the perineal floor, it 
appears at the vaginal opening, To prevent lacera- 
tion, the physician or midwife may perform an ері 
siotomy (a midline or mediolateral incision in the 
perineum). An episiotomy may also be done to 
shorten the second stage. An episiotomy is not rou- 
tine but is used when indicated, The physician or 
midwife supports the fetal head as it delivers and 
rotates, either to the left or to the right; the mouth 
and then nose of the baby are suctioned as they 


appear. When the head is delivered, a quick check 
is made to ensure that the umbilical cord is not 
around the baby's neck (nuchal согд), After the 
head rotales to align the occiput with the baby's 
back, the shoulders and the rest of the baby's body 
is delivered. After the second stage of labor ends 
with the birth of the baby, the woman usually is 
relieved 


Third Stage 

The third stage of labor is referred to as the placental 
separation stage. It begins with the birth of the baby 
and ends with the expulsion of the placenta. This pro- 
cess can last up to 30 minutes, with an average length 
of 5 to 10 minutes. After the birth of the fetus, the um- 
bilical cord is clamped in two places and cut between 
the two clamps. The mouth and nose of the baby may 
be suctioned again to clear them of mucus (see 
Chapter 7). An oxytocin drug (commonly Pitocin) 
may be given to the woman to keep the uterus fitm 
and lessen the maternal blood loss immediately after 
the placenta has been delivered. 


Fourth Stage 

‘The fourth stage of labor (stage of recovery) begins 
with the delivery of the placenta and lasts through 
the first 1 te 4 hours or until the mother’s vital signs 
ate stable, Major readjustments of the mother’s body 
occur. Blood loss can range from 250 to 500 mL. 
which can cause the blood pressure to drop and 
the pulse rate to increase. The uterine muscles must 
stay contracted to compress the open blood vessels 
at the placental site and minimize blood loss. The 
uterus is palpable as a firm rounded mass at or below 
the level of the umbilicus, For the first hour after de- 
livery, itis critical to observe the mother for excessive 
bleeding and assess the firmness of the contracting 
uterus. 

The mother may feel thirsty and hungry, and she 
may experience a shaking chill. Nursing care is 
discussed in Chapter 7. The mother is interested in 
touching and holding her baby, and she should be 
encouraged to begin the mother-infant attachment 
process. Family bonding and the initiation of breast- 
feeding ane an important part of the fourth stage of 
labor. 


PHYSIOLOGIC CHANGES IN LABOR 


Labor can affect all systems in the body. The major 
changes that occur in the various body systems in 
response to labor are shown in Table 6-2. 


Increase in WBC count is not related to 
infection. 


‘The normal fetal heart rate ls 110-160. 
beats/minule, 
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Mouth breathing during labor aries the. 
lips and tongue. 


Dry lips and moutn may ba noted. 


Assess for signs of dehydration. 
Use ice chips to moisten ips and tongue 


Gi motity is decreased during labor. | 
food may occur. 


blood glucose level. 


Tho increased blood volume during 
pregnancy enables a 500-mL blood 
Joss dunng delivery without problem. 
unless woman Is anemic. 


тау increase. 


` Nausea and vomiting of undigested 


Blood pressure may decine; pulse rate 


Do not alow food or сип during active 
labor. 

Rectal prossure and urge to delecate may 
indicate Imminent deve 


Encourage rest whenever possible betwoen 
‘contractions and during fourth stage, 
Close monitoring of mother with diabetes 
(including blood glucose levels) during 
labor is essential, 


Monitor vital signs during labor and delivery, 
Report decrease in blood proesure and 
Increase in pulse rate, which may indicate. 
hypovolemia. 


| Increased laves of xinogen and other 
clotting factors during pregnancy 
‘Prevent hemorrhage during delivery 
_ DIR Increase лөк for thrombosis. 


‘The increased fetal hemoglobin level — Coniracuons thal exceed 80 seconds — Monitor contraction pattems and fetal пем 
‘enables fetus to cartyincroased level may imoact fetal oxygenation, rate closely during labor. 
‘of oxygen during labor. ‘Contractions that exceed 90 seconds. 
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* The four Ps— pelvis, passenger, powers, and psyche – ше 
essential components of labor and birth, Each of these 
‘components involves both the maternal and fetal 
adjustments. 

* itis necessary for the materna! passage (pelvis) to be 
Adequate in shape and size to accommodate the descent 
and birth of the fetus, 

* The passenger (fetus) negotiates through the maternal 
pelvis and usually passes head first through the various 
diameters of the pelvis. As the fetus descends, bony 
structures and soft tissues exert pressure, which forces the 
fetus to negotiate the birth canal by a series of passive 
movements (mechanisms of labor or cardinal movements). 

* The powers (uterine contractions) are coordinated and of 
ample quality and strength to efface and dilate the cervix, 
With the aid of maternal expulsive efforts, contractions 
help expel the fetus, and birth occurs, 


amination! 


if possible, avoid prolonged use of stirrups 
to support legs during delivery. 


should be reported to the health carê 
provider. 


* The maternal psyche allows the woman to cope with the. 
physical demands and pain of labor to push the fetus cut of 
the birth canal. 

* The conclusive difference between true and false labor Is 
that progressive dilation and effacement of the cervix 
‘occur in true labor. 

* Labor contractions Increase in intensity, duration, and 
frequency, Thay are involuntary and intermittent during the 
frst stage and are augmented by maternal bearing-down 
efforts during the second stage. 

* The time between contractions is necessary to allow. 
resumption of the placental blood flow and exchange of 
‘oxygen and waste products between the maternal and 
fetal circulations, 

* The systemic response to labor guides both nursing 
assessments and nursing interventions during labor. 

* The woman's cultural attitudes and beliefs about labor 
and birth influence whether labor is a stressful or positive 
‘experience. 
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1, The relation of the presenting part of the fetus to an 
imaginary line drawn between the ischial spines of the 
maternal pelis is referred to as: 

л, Engagement 
2 Uo 

3. Presentation 
4. Station. 


2. The best position to promote progress for a woman in 
labor is; 


3 A woman in labor reports that her "contractions are 
occurring every 3 minutes," The characteristic of labor the 
woman is most likely describing is: 

1, Duration. 
2. Increment 
3. Frequency 
4. Intensity 


4, When assessing the intensity of contractions of a laboring 
‘woman, the nurse finds that the fundus is easily indented 
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with the fingertips. The nurse will document the intensity of 


physical changes that occur in the mother as а 
result of lightening include: (Select all that apply.) 


6. A woman has just entered the fourth stage of labor. The. 

most important nursing assessment during this stage of 
labor is: 
1. Fetal heart rate 
2. Cervical dilation 
3. Uterine firmness 
4. Pain 


7. The anterior fontanelle of the fetal head is formed by 
the intersection of which suture(s/? (Select all that 
apply.) 

1, Sagittal 
2 Frontal 
3. Coronal 
4 Lambdold 


8. Put the following mechanisms of labor in sequential order. 
by numbering 1 (first) to 6 (last), 


1, Why are the mechanisms of labor outlined in the chapter 
necessary lor the fetus to negotiate through the maternal 
pelvis? How wil labor be affected if one part of these 
‘mechanisms is altered? 


2. How does a full bladder influence the progress of 
labor? 


during each stago of labor. 
5, Discuss the significance of psychological support during 
labor, 


6. Review ways to protect the woman from infection. 
7. Compare extemal and intemal fetal monitoring during labor, 


‘during 

9. Describe the cleansing of the woman's perineum in 
preparation for birth. 

10. Compare reassuring and nonreassunng fetal heart rates. 

11. Relato the nurse's role in fetal monitoring. 


Key Terms 

accelerations (ik-shl-br-A-shinz. p. 123) 
amniointusion (ám-nà-0-In-FÜ-zhlin, p. 127) 
‘Apgar score (p. 140) 

ecelerations (d8-së-èr-A-shûnz, p. 123) 
doula (DCO-À, p. 132) 

Duncan mechanism (p. 136) 

eariy decelerations (p. 125) 

‘external fetal monitoring (р. 121) 
ferning (p. 127) 

fetal pulse oximetry (ók-SIM-b-t&, p. 125) 


12. Describe the purpose of amnioinfusion. 

13. Discuss the role of а doula in the delivery room. 

14. Explain the common nursing responsibilities during birth. 

15, Identify nursing priorities when assisting in an emergency 
(precip) delvery. 

10. List four items that are important to record about the. 
infant's birth, 

17, Discuss the immediate care of the newborn. 

16. Explain the reason the neonate requires administration 
ol vitamin Ка birth. 

19. Describe the nursing assessments that are important in the 
woman's recovery period after birth. 

20. lustrate two ways to encourage matemal-newbom 
bonding after birth. 

21. Discuss fetal pulse oximetry. 


Internal fetal monitoring (p. 122) 

late decelerations (р. 125) 

Leopold's maneuvers (p. 127) 
Nitrazine paper test (Ni-trà-zen, р, 127) 
nonreassuring heart rate pattern (p. 120) 
precipitate delivery (p. 143) 
reassuring heart rate pattem (p. 120) 
Schultze mechanism (p. 136) 

variable decelerations (p. 125) 


The labor and birth process is an exciting, 
provoking, but rewarding time for the woman and her 
family. They are about to undergo one of the most mean- 
ingful and stressful events in Ше, The adequacy of their 
preparation for childbirth will now be tested. Labor be- 
gins with regular uterine contractions, continues with 
hours of hard work, and ends as the woman and her 
family begin the attachment process with their newborn. 

The primary goal of nursing care is to ensure the 
best possible outcome for the mother and the new- 
bom. Nursing care focuses on establishing a meaning- 
ful, open relationship; determining the fetal status; 
encouraging the woman's self-direction and ability 
to cope; and supporting the woman and her family 
throughout the labor and birth process. Research- 
based goals for normal labor and delivery include 
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allowing labor to start on its own, allowing freedom 
of movement during labor, providing continuous 
labor support without routine interventions, allowing. 
spontaneous pushing in a non-supine position, and 
keeping mother and infant together in skin-to-skin 
contact immediately after birth (AWHONN, 2007), 


BIRTH SETTINGS 


Birth settings can include traditional hospital birth 
settings, independent birthing centers, or home birth ser- 
vices. They often are designed, in principle, to emphasize 
the naturalness of childbirth. The nurse-midwife, in 
collaboration with the physician, assumes the overall 
‘management of the birth and prenatal and postpartum 
care. However, some altemative birth settings are 


managed by a nurse-midwife without a physician pre- 
sent. In these settings, the nurse assumes a variety of re- 
sponsibilities, including childbirth education and 
Assistance with the birth itself. 

‘An important advantage of alternative birth settings 
tothe woman and family is that they have more control 
ver the events surrounding the birth experience. The 
Woman has an opportunity to decide on her activities 
uring labor. She is usually allowed to modify her 
eating and drinking patterns and can select different 
positions for comfort during labor and birth. In addi- 
fion, her companions and family are given the oppor- 
tunity to participate more in the birth process. Some 
‘common obstetric practices, such as artificial rupture 
bË the membranes, intravenous administration of 
fluids, and administration of drugs, are minimized 
In alternative birth settings. If complications occur, 
the woman is transferred to a labor and delivery unit 
їп a hospital. 


IN-HOSPITAL BIRTHING ROOMS 

‘An in-hospital birthing room is a hospital room or 
Suite furnished to provide a homelike atmosphere 
conducive to the parents’ participation in the birth 
(Figure 7-1). The woman stays in the same room for 
labor, delivery, and recovery; thus, the setting is called 
an LDR room. in some hospitals, the woman also remains 
їл the same room during the postpartum stay, and that 
setting is known as an LDRP room. Siblings can visit and 
become acquainted with the newborn shortly after birth. 


FREESTANDING CENTERS (OUT-OF-HOSPITAL 
BIRTHING CENTERS) 

Some families choose the out-of-hospital birthing cen- 
ier for maternity care. These centers combine a home 
environment with a short-stay, ambulatory health 
facility with access to in-hospital obstetric and new- 
born care. Their advantage over home birth is quick 
access to the hospital facility if needed. The program 
usually provides comprehensive prenatal, birth, and 
postpartum care. 
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HOME BIRTH 

А community-based nurse-midwife usually manages a 
home birth. The advantage of a home birth is that the 
‘woman is in familiar, comfortable surroundings dur- 
ing the labor and birth process with her family present. 
If hospitalization is not required, some couples decide 
оп home birth because it is less expensive. However, 
the couple should know the risks involved in a home 
birth before making their decision. For example, there 
usually is a lack of emergency equipment and addi- 
tional staff to handle emergencies, and their home 
may be too far from a hospital and medical care if 
any unforeseen complications arise. 


CULTURAL CONSIDERATIONS 


Knowledge about the beliefs, customs, and practices of 
different cultures should be incorporated in labor care 
(Table 7-1). Modesty is an important consideration for 
all women, but women in some cultures are particu- 
larly uncomfortable about exposure of their bodies. 
Exposure of as little of the woman's body as possible 
is recommended. 

Pain expression varies with the cultural back- 
ground. In some cultures, it is important for individ- 
uals to act in a manner that will not bring shame on 
the family; women, therefore, may not express pain 
outwardly. In other cultures, women may be vocally 
expressive during labor and cry out or moan with con- 
tractions and request pain reli 

Position preference varies with cultures, and there 
эге differences within cultures. In many non-European 
societies uninfluenced by westernization, women as- 
sume an upright position in childbirth. In some cultures, 
kneeling or squatting during childbirth is common. 

A female care provider is preferred in some cul- 
tures. Regardless of cultural background, the woman 
feels more comfortable and less stressed when her 
wishes are respected. 

The support person with whom the woman feels 
comfortable varies according to her beliefs and 


FIGURE 7-1 A room used for labor, dalivery, recovery, and postpartum (LORP) care. A! of the furture осела uo to ravasi the cen dere and 


a een needed, 
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Expects 20 days of bed rest after birth 


Mer pee нын orit ater 

Needs to be offered pain rele 

Biaya at hone or 40 ба poston excep or edes 
appointments 


ls stole in labor 

If walking during labor, must not pause in doorway 
{thought to delay birth) 

Does not want the Infant's head touched without pom 


Colostrum discarded 
Wil not nurse after delivery or eat vegetables in frat week 


Showers 
‘Avoids "cold foods” 


postpartum 
Covers ears to prevent air trom entering body 
Prefers breastieeding 
Needs to be encouraged to ask questions 
ls vocal but passive during labor and delivery. 
introduction. 


Uses formal name at. 
Must stay at home 41 days postpartum and be sheltered 
from stress 


Pagano одар з BIDA EATON 
control. 

Female family member is preterred as coach. 
Husband must be present if male health care provider 


‘examines woman. 
Husband may whisper praitas in newbom's ear 


Presence of husband in delivery room is discouraged. 


Individual 
present during delivery. 


Husband is expected to be present or support, but 
temale family members participate more. 


Huser me gt рита J E 
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ROLE OF FATHER OR PARTNER IN LABOR AND DELIVERY 


Traditionally. husbands are not allowed to be present 
during labor and delivery. 


Husband is not usually with woman during labor. 


Assumes passive role and folows directions of trained professionals — Female coach is preferred, although father waits near 
May keep head covered during labor labor room for consultation. 
Prenatal care started on 120th day of gestation. Hosted m b present rei сув eric 
‘Should not reveal sex of newborn until after placenta is delivered 

бо avoid upsetting the mother i the sex is not of her preference) свату o1 A алыл meve tunar bg eai ol 


Takas sponge baths postpartum and whispering praises into ear of newborn. 
Remains in seclusion 40 days postpartum. — m 
s usualy quiet and passive Husband is usualy present and makes al decisions, 
Avoids multiple caregvers 
‘Avoids internal examinations 
Views ful genital exposure as unacceptable 
Prefers squat positon 
Со not remove amulets on wists and ankes 
бо not use fest name in 
Preters chicken, white псе, and warm fluids postpartum 
Bottle feeding popular 
Prefers rurse-midvile Husband may not partopate in prenatal classes. 
Maintains modesty Husband may not touch wile during labor, view 
Must not be intimate with husband unt 7 days after locha stops perineum, or view bom. 
Males circumcised on the eighth сау may participate from atar with verbal 


encouragement during labor, 
Woman's mother participates in bith process. 


Prafers north рап of room Husband chants and throws rice to ward off evi spirits 
May cut heir and take special vows. Modern-day husbands are present anc participate 
Is assertive curing labor but may not ask for pain reet during labor and delivery. 

Values modesty In modern Japan, husbands are compliant with health 
Wê bathe and shower ‘education, 


postpartum. 
May expose infant to loud noises and music twice а day for 
а week to ward off evi spits. 


Js compliant with health care provider Husband participates in labor and o 
‘Avoids ice water Husband prefers not to be told in advance of fetal 
Is an activa participant in labor. prognosis. 

Do not address by frst name initially Family makes medical decisions, 

Prefers. bath postpartum 


Believes supine position is best for fetus 
Selects her preferred coach 


Proters privacy + 
Accepts pain but is active in labor 
Wil not shower postpartum and walks to bathroom only 


beans postpartum. 
Uses alternative therapies for mother and newborn 


body 
Does not eat beans, starch, or eggs I breastfeeding 
МА not wash hair tor 40 days postpartum 
| Prelers bain 
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ROLE OF FATHER OR PARTNER IN LABOR AND DELIVERY 

Husband is in control of decisions but is not present 
during labor. 

Female relatives provide support. 

Husband prefers not to be told in advance of senous. 
fetal prognosis. 


I not present during delvéry, husband axpects to be 
kept informed, 


Female family amber is preferred. 


"New Yor. Pwrgun Boc. 
Ме риот beef Wherever (отада Рату e ey nof вос Gov Cur evr она 


customs. The woman’s mother or a female relative 
(rather than her husband or male partner) may give 
support during labor. Women from a strong matriar- 
chal family structure may prefer their mothers or fe- 
male extended family members to be with them 
during the labor process. Cultural sensitivity will assist 
nurses in being nonjudgmental, and they will be less 
likely to impose their own values and beliefs on 
women they care for (Nursing Care Plan 7-1). 


WHEN TO GO TO THE HOSPITAL 

OR BIRTH CENTER 

During late pregnancy, the woman should be instructed. 

about when to go to the hospital or birth center. This is 

not an exact time, but the general guidelines are: 

Contractions: The woman should go to the hospital or 

birth center when the contractions have a pattern 
of increasing frequency, duration, and intensity. 
The woman having her first child is usually 


advised to enter the facility when contractions 
have been regular (every 5 minutes) for 1 hour. 
Women having second or later children should 
go sooner, when regular contractions are 10 mi- 
nutes apart for a period of 1 hour. 

Ruptured membranes: The woman should go to the 3 
birth facility if her membranes rupture or if she 
thinks they may have ruptured, 

Bleeding other than bloody show: Bloody show is a mix- 
ture of blood and thick mucus, Active bleeding is 
free flowing, bright red, and not mixed with thick 
mucus. 

Decreased felal movement; The woman should be eval- 
uated if the fetus is moving less than usual. Many 
fetuses become quiet shortly before labor, but 
decreased fetal activity can also be a sign of fetal 
compromise or fetal demise (death). 

Any other concern: Because these guidelines cannot 
cover every situation, the woman should contact 
her health care provider or go to the birth facility 
for evaluation if she has any other concerns. 


Scenario. 
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Mss. С. is a 24-year-old рага Î, gravida 2, patient who recently immigrated to the United States, She is in active labor a 
|. You are responsible for admitting Mrs. G. to the labor and delivery unit. Mrs- G. speaks no English, a 


Rationales 


development of a culturally 


appears: 
her husband's English is extremely limited. 
‘Selected Nursing Diagnosis 
Decisional conflict related to the desire to please health care workers and desire to engage in cultural rituals and practice 
Expected Outcomes Nursing interventions 
Patient will participate with nurse Assess cultural rituals and practices that Information obtained aids in the 
їп developing a culturally аге important to the patient by interview, 
acceptable plan for obstetric care, with an interpreter if necessary or with а 


Patient will frecly verbalize her 
desires when asked to participate 
in practices that donot agree with 
her cultural preferences 

Patient will express satisfaction 
with the care received during her 
hospitalization. 


‘Selected Nursing Diagnosis 


birth plan questionnaire 

Approach patient and support person in an 
dere maser, allowing sufcent 
time for discussions with them. 

Explain t patient that she has he right to 

р develop the care plan and request 

that the care include specific cultural 
rituals and practices. 

Allow patient to engage in cultural rituals 
and practices whenever itis medically 
sale io do so. 


Whenever possible, provide choices to 
patients (e.g. "Would you like to take 
а shower now or would you prefer 
to wait"). 


Impaired verbal communication related to the effects of a language barrier 


Expected Outcomes. 


Nursing interventions 


Patient and support persons will 
have all esata formation 
communicated to them in a 


manner that they can understand. 


Patient and support persons will 
have their сі answered. 


Health care providers will become 
‘aware of needs of patient and 


Support persons as they ars. 


Whenever possible, assign a nurse who 
speaks the same language as the 
patient, 


Provide a hospital interpreter of the same 
sex whenever ible, and inform 
patient that all information will he kept 
confidential. 

Face the patient and support person. 
‘when speaking, and. 
conversation to them rather than 
to the iter. 

In the absence of an interpreter, provide a 
questionnaire in the patients native 
language to be given on admission that 
includes assessment information that 
сап be answered with numbers, yes/no 
answers, or Tire seris answers. 

Assess for patient's. support person's. 
‘nonverbal signs of needs or concerns 


Write down short yes/no questions and 
simple commands vou can use to 
‘communicate with the patient and 
support person. 


congruent individualized 


care plan. 

Relieves anxiety and conveys a 
message of acceptance. 

Patients and are mi 


lely vo makas тешсез wham hey 6 
informed it is acceptable to 
quiete bn йи cim pon. 
Allows patient to engage in activitie. 
that can be comforting and сап 
enhance her coping abilities. 


Allows patient to choose culturally 

table ways of doing things 

‘without feeling as if she is boing 
disrespectful to health care provid 


Allows for direct communication 
between nurse and patient and. 
lessons risks of misinterpretation. 


that the information they 
reveal will be kept confidential ma 
encourage verbslization. 


Enhances communication between. 
Tem. ed Duy ЫЛ 
y and al a 
nonverbal communication. 
Can be compared with an identical 
peso writen iE ta 
‘dominant of health c 
workers to provide important 
assessment data. 


ваш esprenions of sone of vol th 
as the patient and suj 

Ши tan be cues a they бан, 
uestions or concerns. 

Allows for quick assessments to be 
made in the absence of an in 
F 
patients may respond "yes" even. 
When they do not understand thë 
question; therefore, itis important | 
look for agreement between the vert 
and nonverbal responses or behavio 


Conil 
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Nursing Interventions. 


Rationales 


Selected Nursing Diagnosis. 


Communicate with support. y 
аса нары WES ecd 
sentences 


Assess ability to read, and provide 
literature to patients in their native 
language if appropriate. 


Use pictures, diagrams, flash cards, or 
body signals to communicate, 


As much as possible, avoid unnecessa 
‘communication with others in the 
presence of the patient or support 
person. 


When English is limited; the ability to 
understand what is said decreases as 
the complexity of the words and 
sentence structure increases, 

f patient can read written information, 
it can be an effective way of 
communicating when verbal 
communication is impaired. 

Can be an effective way to convey 
{information or directions in the 
absence of an interpreter. 

Carrying on long conversations with 

rs in a language the patient and 
person cannot understand 

Pesci dd 

ul and elicit unnecessary. 
fears and anxieties. 


зир 


Frar related to unfamiliarity with the dominant culture's environment or childbirth practices 


Expected Outcomes Nursing Interventions. 


Patient will freely express her 
feelings and concerns 


Patient will verbalize and use 


‘coping strategies to alleviate fear, 


Patient will state sho is less afraid, 


Patient will have relaxed facial. 
‘expressions, 


Critical Thinking Question 


Rationales. 


Gris sith rena, 
pment, lures, routines, and 
ie ese guidance of what she can 
expect. Use interpreter as needed. 
Use events to deny or estimate when 
things will occur (eg sunset, 
after lunch). 


Encourage family members to visit or 
stay with patient. 

Encourage patient to express fears and 
concerns. 

Assess childbirth and newborn cultural 
practices and rituals that are important 
to patient. Unless contraindicated or 
unsafe, allow patient to participate in 
those practices 


Maintain a nonjudgmental attitude 
toward cultural practices that are safe 
to implement, 

Provide scientific rationale for practices 
that are contraindicated or unsafe and 
develop mutually acceptable 

compromises for these practices 

e frequent encouragement to the 
patient and support person. 


Knowledge сап reduce fears and 
anxieties by clearing up 
misconceptions, 


Many cultures rely on events rather than 
а clock to determine time. When 
patients can anticipate а} imate 
time frames, fear and anxiety can be 
reduced. 

Provides support to the patient 


Provides the opportunity to correct 
lsconceplne or misunderstanding 

Provides insight into cultural belief 
system that can be used to 
individualize и care plan. Participating 
in cultural practices can provide 
feelings of security, which help. 
alleviate fear. 

Conveys feelings of acceptance and 
decreases patients fears of not acting 
in expected manner. 

Knowledge allows patients to make 
informed decisions about adopting 
safer practices. 


Increases patient's and үз 
feelings of well-being and ве worn 


1, In the absence of an interpreter or а questionnaire in the woman's native language, what other methods can you use to 


obtain necessary data? 


The woman's knowledge of her own body comple- 
ments professional knowledge. Thus, when the 
woman feels “something is different,” she should be 
given positive encouragement for her self-monitoring 
of symptoms rather than her focusing on the exact 
symptoms of true or false labor (Palmer & Carty, 2006), 


Data collection begins at the first contact with the 
woman, whether by telephone or in person. Women 
are encouraged to call the hospital labor and delivery 
unit or birthing center if they have questions about 
when to come to the hospital to be evaluated. The man- 
ner and expression or tone of voice in which the nurse 
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ommunicates with the woman during their first con- 
act can influence how the woman will feel about her 
Birth experience, 
FORMS 
‘The nurse should review the available preadmission 
because they may have been completed a few 
ks before admission. The prenatal record has infor- 
on, including nursing and medical parameters, 
d тезш, and nutritional guidance, that has 
Been provided. Expressed psychosocial and cultural 
factors, including the woman's birth plan and her spe- 
kial requests or needs, may also be documented. 


CARE PLAN 


JA major challenge for the nurse is the formulation of a 
шге plan for labor and birth. An individualized plan 
should include the woman's coping mechanisms and 

port systems (see Chapter 5). The plan also includes. 
Whether the woman will labor, give birth, and recover 
in the same room or be transferred to a delivery room 
to give birth. Also, the care plan reflects the degree to 
Which the partner will participate in the labor process. 
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‘The teaching aspect of the plan should incorporate 
what the woman can expect in labor care. The nurs- 
ing care plan provides an important means of com- 
munication between the woman and the nurse 
(Nursing Care Plan 7-2). 


DATA COLLECTION AND ADMISSION 
PROCEDURES 


The nurse is responsible for collecting data concerning 
the woman being admitted. Components of the admis- 
sion information can be obtained from the prenatal 
record and then verified or updated, Women who have. 
not had prenatal care will need to give more informa- 
tion to the nurse, The nurse's data collection during 
admission focuses on three priorities: to determine 
(1) the condition of the mother and the fetus, (2) whether 
birth is imminent, and (3) whether the woman's labor 
appears uneventful. Most facilities have a preprinted 
form to guide admission data collection. Women who 
have had prenatal care should have a prenatal record 
on file for the retrieval of information. Women who 
have not had prenatal care will have additional labora- 
tory tests, which may include a complete blood count, 


A woman, Para 0, Gravida 1, is admitted lo the labor unit in active labor and placed оп an extemal electronic fetal monitor. She 
appears anxious and fearful and states sho is worried about the welfare of her baby. 


Selected Nursing Diagnosis. 


Ineffective coping related to fcar, anxiety, and feelings of powerlessness 


Expected Outcomes — Nursing interventions. 


Rationalos 


Patient will exhibit 
С "riate copin э 
шыту ата wi ^ Ofen pat 


person, 
Orient patient to the unit. Explain 
lures, and what to 
expect before each intervention, 
Assess for signs and symptoms of 
ineffective coping (e.g, verbalization 
of feelings of powerlessness or 
s crying spells, rapid: 
speech, inability to follow directions 
or make decisions, muscle and facial 


be able to cooperate ‘equipment, proced 


‘with support person 
Aand ung мый. 


inability to 


tension). 


Explain all procedures before initi 
use simple, concise terms; 
repeat explanations as needed. 


Encourage patient and support person 
to ask questions. Also, encourage 
verbalization of fears and concerns, 
and use active listening techniques. 


Explain pain control options that are 


avail 


Introduce yourself to the patient and 


Establishing rapport with patient and her support 
person decreases their anxiety, 

Instruction enhances understanding of anticipated 
events. Knowledge decreases anxiety. 


Allows for early interventions to enhance coping 
nice egen coping can pea 
ре of pain, decrease ability to tolerate 
pain, and decrease comprehension of verbal 
Instruction. Fear and anxiety cause the adrenal 
plands to release catecholamines. which can 
Inhibit uterine contractions and divert blood 
flow from the placenta. 

Anticipatory guidance helps alleviate fears and 
anxieties, When anxiety level is high, patients 
may be able to comprehend only small amounts 
af information at опе time and often require 
repeat instructions 

Allows for the opportunity to correct mi fons 
and misunderstanding, that might be contributing. 
to fears and anxieties. Active listening techniques 
encourage the woman and зир] to share 
а acknowledge fer ledge and 
convey to them feelings of acceptance. 

Reassures patient that pain control measures are 
available and that she has a choice of whether lo 
use them. 


Continued 


Nursing Interventions Rationales 


‘Approach patient in а calm, confident — Promotes feelings of security. Patient often perceives 
‘manner (do not appear rushed). the nurse as "expert" and experiences less fear and 
Remain with patient as much as anxiety when the nurse is perceived as 

sle; when you leave, reassure competent and readily available. Knowing 
you will be nearby and will fetal well-being is continuously being monitored. 
respond to cal light. If central relieves concerns that prompt intervention will be 
monitoring is used, reassure patient delayed if required. 
that fetal well-being is being 
— ol labor Reassurance that labor Шу and 
ti rogress jurance that labor Is progressing normally a 
ond ketal well-being the ftue i doing well decreases fears and 
anxieties. 
Patient will be able to Provide patient wit choles as much at Decreases feelings of powerlessness and may be 
‘make informed. possible. Whenever possible, offer helpful in gaining inner control. 
decisions regarding ‘suggestions rather than give 
treatment options. commands. 
Patient will express Help patient identify situations that she Decreases feelings of powerlessness and may be 
increased feelings of have control over (eigu helpful in gaining inner control. 
control. positioning, pain control methods, 
relaxation techniques) 

Encourage use of cultural or religious Can provide comfort, and enhanced ability 
‘rituals and practices unless to cope; may help alleviate feelings of 
contraindicated powerlessness, 

Help patient identify coping Use of coping mechanisms that have been helpful in 
mechanisms that have been helpful the past may be successful in the current situation, 
in the past, review those taught in Helping the patient with relaxation techniques 

ih classes, and wach and diversional activities can increase coping 
new coping mechanisms as needed. abilities and sense of control 

Accept verbal expressions of anger; Verbalizing feelings of frustration and anger can 

be an effective coping mechani for me 
patients 

When patientis out of conta or during, Preventing destructive behaviors (such as physically 
transition, provide firm, short, hitting others or pushing before completely 
concise directions. dilated) can help preserve self-esteem and prevent 

injury to self and others. 

Provide positive feedback for use of Ence ent enhances self-confidence and 
coping mechanisms and childbirth provides the strength to continue. 
methods used, 


Selected Nursing Diagnosis 
Ineffective tissue perfusion (fetal) related to impaired gas exchange during labor and delivery process 


Expected Outcomes —— Nursing Interventions 
Fetal heart rate (FHR) Obtain an initial 20-minute electronic — Provides baseline status of fetal well-being. FHR 
variability will be fetal monitoring tracing. ‘baseline should be 110-160 beals/ minute, with 
esent, with an FHR baseline variability of 6-10 beats /minute, 
line of 110-160 Acceleration of 15 beats/minute for 15 seconde. 
beats /minule and re a reassuring sign of fetal well-being. 
ҮНК accelerations. Nonreassuring findings would allow for 
immediate intervention. 
Continue monitoring fetus by Allows for prompt intervention when nonreassuring 
continuous electronic fetal FHR patterns are observed. 
monitoring: intermittent electronic 
monitoring for 15 minutes every hour, 
by Doppler every hour during latent 
phase of labor, every 30 minutes 
during active phase of labor, and 
very 15 minutes during seeond stage 
of boc ot per hospltal protocol oF 
ider orders 


provi 

Monitor FHR immediately after rupture When membranes rupture and the fetal head is not 

of bag of waters, engaged, cord prolapse (an obstetric emergency) 
Gan occur, 


Nursing Interventions. 
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and odor of amniotic fluid. 


oxytocin (Pitocin) infusion. 

Notify the health care provider of 
morireassuring ЕНЕ patterns. 

Administer tocolytics as ordered, 


monitors as indicated. 


as ordered. 


oximetry. 
Normal Apgar score wil 
be 27 at 5 minutes. 


Critical Thinking Question 


hematocrit, drug screen, tests for sexually transmitted. 
infections, and others as indicated. Box 7-1 outlines 
nursing responsibilities during patient admissions. 


NURSING CARE OF PATIENT IN FALSE LABOR 


True labor is characterized by changes in the cervix 
(effacement and dilation), which is the key distinction. 
between true and false labors. See Table 6-1 for other 
characteristics of true and false labors, 

A better term for false labor might be prodromal labor 
because these contractions help prepare the woman's 
body and the fetus for true labor. Many women are 
observed for a short while (1 to 2 hours) if their initial 
assessment suggests that they are not in true labor and 
their membranes are intact. The mother and fetus аге 
assessed during observation as if labor were occurring. 


When bag of waters ruptures, note color 


If nonreassuring patterns occur, stop 


Assist with placement of internal fetal 


‘Assist with amnioinfusion as indicated. 


Increase nonadditive intravenous fluids 


Assist with obtaining fetal scalp blood 
sample for pH testing and fetal pulse 


Prepare for cesarean birth or vacuum 
extraction per hospital protocol when. 
ordered 


Foul odor is indicative of infection. Green tinge to the 
amniotic fluid indicates that the fetus has defecated 
їп utero, which occurs during hypoxic episodes. 


Monitor maternal heart rate and blood Decreased cardiac output or maternal hypotension 
pressure every hour and as needed or сап result in decreased blood flow to the placenta. 
per hospital protocols or provider 

Absence ot If nonreassuring, pattems occur, Changing positions to the side or knee-chest 

nonreassuring ЕНК reposition the patient. ‘can relieve pressure on the umbilical cord, 
patterns (late allowing more blood to flow through it. 
decelerations, severe Repositioning also prevents 5ш 

variable, absent hypotension, which decreases blood low. 
variability, etc.) will 10 the placenta. 

indicate. te If nonreassuring pattems occur, Hyperosygenation of the matheri blood increases 
tissue perfusion to provide oxygen al 8-10 L/mimueby the delivery of oxygen to the fetus. 

uterus, mask. 


Oxytocin intensifies uterine contraction, which 

lecrease placental blood flow. 

Allows additional interventions that require an order. 
‘or health care provider interventions, 

Tocolytics decrease the number and intensity of. 
uterine contractions, which allow for increased 
blood flow to the placenta, 

Internal fetal monitoring allows for accurate 
monitoring of FHR variability and gives true 
Intensity of uterine contractions 

Provides a fluid cushion around the umbilical 
cd, which ade in decreasing cord " 
compression and allows more oxygen to reach 
the lets 


Corrects maternal hypotension. 


Provides acid and base levels of fetus and allows for 
prompt intervention if indicated- 


When nonreassuring FHR patterns, scalp pH, or fetal 

pulse oximetry indicates fetal hypoxia, immediate. 
Salden often becomes the only afe option to 
protect the fetus from injury. 


1, What is a priority nursing action when а nonreassuring FHR appears on the monitor during active labor? 


Most facilities run an extemal electronic fetal monito 
(EFM) strip for at least 20 minutes to document feta 
well-being, The woman can usually walk about whet 
not being monitored. If she is in true labor, walking of 
ten helps intensify the contractions and causes cervica 
effacement and dilation. 

After the observation period, the woman’s labor sta 
tus is reevaluated by the health care provider, and an 
other vaginal examination is performed. If there is ni 
change in the cervical effacement or dilation, thy 
woman is usually sent home to await true labor. Some 
times, if it is her first child and she lives nearby, thi 
woman in very early labor is sent home because the la 
tent phase of most first labors is quite long. 

Each woman in false labor (or early latent-phast 
labor) is evaluated individually, Factors to bı 
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1, Place identiication bracelet on woman. 

2. Obtain necessary information for labor record. 

3, Document vtl signs. Report blood pressure grester 
than 140/80 mm Hg. | 

4. Record fetal heart rate, Report rates lees than 110 or^ 

more than 160 beats/mnute. 

Determine whether amivotic membranes have 

ruptured. Describe any vaginal discharge- 

в. Assess utenne contractions: 

7. Monitor intravenous fluids i ordered, 

В. Document allergy history. 

9. Document time of last food Intake, Explain NPO 
[nothing by mouth, ce chipe, or clear iud only status 


Mines signatures. 
12. Review resutts of iaboratory tests from prenatal chart. 
Document blood Rh status and val signs. 
19, Orient woman and partner to unit. 
„ Discuss care preferences (кеб Figura 5:2). 
Secure the woman's personal ams. 


considered include the number and duration of previ- 
ous labors, distance from the facility, and availability 


of transportation 


The Woman In False Labor 
Encourage the woman in taise labor to return to the hospital or 
буул center wn але thinks эле should tis better lo have 
Another “inal run" than for her to stay home unti she is in 
advanced labor 


The woman in false labor is often frustrated and 
needs generous reassurance that her symptoms will 
eventually change to true labor. No one stays pregnant 
forever, although it sometimes feels that way to a 
woman who has had several false alarms and is tired 
of being pregnant. Guidelines for coming to the facility 
should be reinforced before she leaves. If her mem. 
branes are ruptured, «he is usually admitted even if 
labor has not begun because of the risk for infection 
or a prolapsed umbilical cord (see Chapter 14), 


FOCUSED DATA COLLECTION FOR FIRST 
AND SECOND STAGES OF LABOR 


In addition to creating an environment of trust and 
security, meeting informational needs, promoting re- 
laxation, and providing a support system, the nurse 
must address specific physical concerns throughout 
the labor process. These nursing assessments and 
interventions begin during the first stage and continue 
through the labor process. 


Priority activities are performed to assess the condi- 
tion of the mother and fetus and to determine when the 
birth із imminent. Several assessments relate to the 
safety of both the mother and the fetus and therefore 
need to be carried out in a consistent time frame. In 
addition, any departure from the normal progress of 
labor should be promptly documented and reported. 


Warning Signs of Potential Complications — Е 
* Maternal lever greater than 38” C (100.4 F) 

* Contractions lasting more than 90 seconds 

Contractions less than 2 minutes apart 

* Fetal bradycardia or tachycardia 

* Loss of baseline variabiity on fetal monitor 

* Meconium-stainad amniotic Auld 

* Foukameling vaginal discharge 

* Excessive bleeding and hypotension 

* Гаа пал rata loss than 110 or greater than 160 beam Hd 


MONITORING FETAL HEART RATE 


The fetal heart rate (РНЕ) should be assessed by aus- 
cultation with a Doppler transducer or fetoscope if 
the woman ix not on an EFM. The location of the stron- 
gest fetal heart tone depends on the fetal position be- 
cause the heart tone is best heard over the fetal back 
(Figure 7-2), If the woman and fetus are determined 
to be at low risk, the FHR is monitored and documen- 
ted per routine (Skill 7-1). A sudden change in FHR or a 
measurement outside of the range of 110 to 160 beats/ 
minute should be immediately reported. FHR should 
be taken immediately after the rupture of membranes 
because any prolapse of the umbilical cord is most 
likely to occur at this time. In addition, the FHR should 
be taken after a vaginal examination, administration of 
medications, and notation of abnormal fetal activity, 

‘A Doppler transducer or a fetoscope is used to aus- 
cultate the FHR between, during, and immediately 
ter uterine contractions. Advantages of continuously 
monitoring FHR with on EFM include the ability to 
evaluate FHR variability and to identify abnormalities 
in FHR patterns. 

When a woman is on an EFM, the nurse should 
closely observe the FHR tracing. The nurse should 
report signs of fetal distress to the physician or 
nurse-midwife immediately. These signs include 
(1) a loss of baseline variability, (2) variable or late 
decelerations that persist after maternal position 
change, and (3) persistent fetal tachycardia. Meconium. 
in the amniotic fluid when the fetus is in a vertex po- 
sition, a sign of fetal distress, should also be reported. 


Intermittent Fetal Heart Monitoring During Labor 

Fetal monitoring during labor is an integral part 
of nursing care. Intrapartum fetal monitoring is 
surveillance used to identify the healthy fetus or the 


FIGURE 7-2 Best location for hearing fetai heart tone on woman's abdomen corresponding to fetal positions. A, en оссе ce, В, 
Fight occrput anterior, C, Left ссор posteror, D, Right occiput posterior. E, Left Sacral ee 


1. Use Leopold's maneuvers to identify fetal back (see 
Skill 7-3). (FHR is best heard through the fetal back.)* 

2. Assess FHR with a fetoscope, Doppler transducer, 
or external fetal heart monitor. 

3. Using the fetoscope, place the bell over the fetal 
back with the head plale pressed against your. 
forehead. Move the fetoscope until you locate where 
the sounds are the loudest. 

4. Using the Doppler transducer, review instructions, 


Ll 


м 


= 


i; & EY 


Skill 7-1 Auscultating Fetal Heart Rate’ 
м) 15 

б СЕСЕ 

PURPOSE 

To assess and document fetal heart rate- 

Steps 


Place water-soluble conducting gel over the 
transducer, and turn the instrument on. 

Place the transducer on the abdomen over the fetal 
back, and move it until you clearly hear the sounds, 


. Palpate the mother's radial pulse to see whether itis 


synchronized with the sounds of the so, 
try another location to get fetal heart sounds that до 
not synchronize with the maternal pulse. 
Assess the FHR for 30 to 60 seconds. Average rate is 
110 to 160 beats /minute. Report nonreassuring, 
signs. FHR outside of the normal limit (less than 110 
or more than 160 beats / minute) and slowing of FHR 
that persists after the contraction ends. Further 
evaluation may be necessary. 
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FIGURE 7-3 c conctions associated with tetai distress in labor. 


fetus showing signs associated with compromise 
(Figure 7-3). During labor, uterine contractions com- 
press the spiral arteries, temporarily stopping mater- 
mal blood flow into intervillous spaces. Between 
contractions, during the period of relaxation, fresh 
‘oxygenated maternal blood reenters the intervillous 
spaces, and waste products drain out. A normal fetus 
can withstand the stress of uterine contractions with- 
‘out developing hypoxia because sufficient oxygena- 
tion occurs between contractions. Prolonged 
contractions can lead to uterine placental insufficiency. 


(UPT) and fetal hypoxia. Fetal well-being during labor 
is measured by the response of the FHR to uterine 
contractions. 

Low-tisk technology is a method of fetal monitor- 
ing that uses intermittent auscultation of FHR by а 
hand-held Doppler ultrasound device or a fetoscope 
between, during, and immediately after uterine con- 
tractions. The FHR is assessed at 30-minute intervals 
during the first stage of labor and at 15-minute inter- 
vals during the second stage of labor (ААР, 2007) 
(Box 7-2). In addition, the FHR is assessed after the 


When to Auscultate and Document the Fetal Heart Rate 


Use these guidelines for documenting the fetal heart rate (FHA) 
when the woman has intermittont auscultation or continuous. 
electronic fetal monitoring. 


ROUTINE AUSCULTATION 
Every hour in the latent phase. 

* Every 30 minutes in the active phase of fist stage (after a 
‘contraction 


7 
* Every 15 minutes in ne second stage 


WOMEN WITH HIGH-RISK FACTORS. 
* Every 15 minutes in the first stage 
* Every 5 minutes in the second stage 


* When the IV rate of oxytocin is changed 
* Every 15 minutes for 1 hour after start of epidural 
= Upon recognition of abnormal uterine activity. 


. JG. 4 Garton 1 ОА race rg ns marae of ces ri areca) rune Saas Letos G О 
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contraction, and an increase or decrease in FHR is 
documented. This type of fetal assessment is more 
‘commonly done in home births and birthing centers 
(Skill 7-2). In hospitals, most women have EFM at 
some period during their labor. In some institutions, 
3 20-minute EFM strip is obtained for all patients ad- 
mitted to the labor unit; intermittent FHR monitoring 
may then be done (Table 7-2). 

‘The ideal method of fetal assessment during la- 
bor contractions continues to be debated. The advan- 
tage of auscultation of FHR is that it places fewer 
restrictions on maternal activity. Health care providers 
їп the United States usually prefer to use continuous 
EFM for their labor patients because they feel legally 
vulnerable when prescribing intermittent auscultation, 
Because continuous FHR monitoring is so widely used 
in the United States, it has been implicated in the 
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higher incidence of cesarean births. For а woman 
who is considered to be at low risk, a short recorded 
strip of approximately 5 minutes every 30 minutes or 
in accordance with the hospital’s policy may be used. 


Continuous Electronic Fetal Monitoring 
During Labor 

Electronic FHR monitoring can detect changes in FHR 
during labor that indicate inadequate oxygenation of 
the fetus. Immediate interventions can safeguard the fe- 
tus against some possible complications. EFM provides 
а visual display of the FHR. A continuous tracing of the 
FHR can be obtained, allowing many characteristics to 
be observed and evaluated. Uterine activity is also mea- 
sured and displayed. Data obtained from the fetal mon- 
itorare transcribed on a continuous strip of graph paper 
(Figure 7-4). EFM data can be electronically transmitted 


Determining Manual Fetal Heart Rate 
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PURPOSE 
“To assess and document fetal heart rate 


Steps 

Location 

1. Identify where the clearest fetal heart sounds will 
most likely be found (over the fetal back and usually 
in the lower abdomen). 

Fetoscope 

э. Place the head attachment (if there is one) over your 
head and the earpieces in your ear. 

^b. Place the bell of the scope in the approximate area of 
the fetal back and press firmly while listening for 
the muffled fetal heart sounds. When they are 
heard, count the rate for 1 full minute. 

с, Count the rate in 6-Second increments for at least 
1 minute. Multiply the low and high numbers by 
10 to compute the average range of the rate 
(e. 130 to 140 beats / minute) 

4. Assess rate before and after at least one full 
contraction cycle. 

е. Check the mother's pulse at the same time if 
uncertain whether the fetal heart sounds are being 
heard; the rates and rhythms will be different. 

Doppler Transducer 

a. Put water-soluble gel on the head of the hand-held 
transducer, 

b. Put the earpieces in your ear, or connect the 
transducer to a speaker. 


e. Turn the switch on and place the transducer head 
over the approximate area of the fetal back. 

d. Count the heart rate as instructed previously. If 
езгрїесев are used, let the parents hear the fetal 
heartbeat. 


Chart the Rate 


1. Promptly report rates less than 110 beats /minute or 
more than 160 beats/minute for a term fetus. 

2. Report slowing of the rate that lingers after the end 
ol a contraction. 


Doppler fetal heart rate (FHR) monitoring. The FHA is checks 
ашт each prenatal мал and durng labor, Hearing the fetal heartbeat is 
бана to the expectant mother and helps her accect ve a/ 
ct fer pregnancy, 


‘Continue monitoring Q 30 minutes frst stage and О 15 
minutes second stage. 


‘Any FHR not stated in calegory 1 or 3 


Tachycardia 
 Bradycardis 
No accelerations with fetal stimulation 


‘Continue monitoring О 15 minutes fret stage; О 5 minuti 


2nd stage 
Interventions to improve fetal blood flow and oxygenation: 
200, change maternal positon; administer Ox: 
абв IV uid 


Prepare for expedited delivery 


FIGURE 7-4 Normal 


fetal heart rate (FHA) pattern. ppt pri ropresants the FHA, and lower ула repre utenne contractions. 


Tha FH is n the normal range of 110 to 160 beatt/minute. Note . which indicates varibáty. 


to а bank of video screens centrally located in the 
nurses’ station for continuous assessment when health 
care providers are not at the bedside. 


Documenting Electronic Fetal Monitoring 
Recent advances also permit electronic recording and 
storage of EFM on disk. Some of the new systems do 
not use graph paper or produce the EFM strip. If the 
nurse wants to review FHR patterns or uterine activity, 
he or she retrieves the information with a computer 
program that displays the information on а monitor 
(Figure 7-5). Computers are increasingly used to help 
nurses manage the large amount of information gener- 
ated, Computer programs may alert the nurse to ab- 
normal patterns, The fetal monitor strip becomes 
part of the patient’s medical record. 
Because the nurse often maintains some responsibil- 
ity for fetal monitoring, he or she is also responsible for 
acquiring and interpreting knowledge about advances 
in technology as they are introduced in the labor unit. 


THE NURSE'S ROLE 
The nurse's role is to continually assess whether the 
FHR pattern is a reassuring heart rate pattern, which 
reflects adequate fetal oxygenation (Figure 7-6). 
Nonreassuring heart rate patterns indicate fetal distress, 
and appropriate nursing interventions must be 
taken. Management of labor patients includes careful 
documentation on the patients chart and the monitor 
strip. Appropriate nursing care during labor includes 
knowing FHR patterns and initiating interventions аз 
necessary. Early recognition of changes in the FHR pat- 
tern serves asa warning that will enable early interven- 
Чоп to prevent fetal death or irreversible brain damage. 
Before beginning fetal monitoring, the nurse ех- 
plains the procedure to the woman and her support 
person. As the monitor strip continues to run and care 
is provided, interventions (vaginal examinations, 
voiding, etc.) are recorded on the strip and on the 
medical record. This information is significant in the 
assessment of the tracing and provides permanent 
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FIGURE 7-6 External fetal monitoring. "scere cl stoma 
Varecucees, Tocotraciaducir (о) racons tne preap.re of vienne 
contractors 


documentation of care given. It is important to record 
the times EFM is discontinued and restarted. 
Maternal vital signs are recorded, intake and output 
monitored, and contraction patterns documented. The 
positioning of the monitors for FHR and uterine con- 
fractions should be adjusted as needed. If an internal 
spiral electrode is used, the connection to the leg plate 
should be checked and the leg plate secured to the 
woman's thigh. Emergency interventions when non- 
reassuring FHR patterns occur include administering 
oxygen, 8 to 10 L/minute by mask; turning the patient 
to the side-lying position; stopping the oxytocin infu- 
sion but keeping the intravenous line open; and notify- 
ing the health care provider, 
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Nonreassuring Fetal Heart Rate: Prioritization Guidelines 


* Аел the physician or nurse-midwfe about significant 
changes in fetal heart rato (FHR) (tachycardia, loss of baseine 
variably, or deceieratons). 

* Reposition the woman to avoid the supine postion (corect 
hypotension by a side-ling position) 

* Administer oxygen by facemask at 8 10 10 Liminute (ncreases 
oxygen saturation, making more avalabie tor tha fotus) 

* if oxytocih is being infused, stop administration. Keep the in 
travencus line open. 

* Closely monitor uterine acti 

* Increase rate of пол ме 

man's blood volume, 

* Monitor vital sns io Келу fever, hypotension, or 

* Observe perineum for bulging, crowning, oF a prolapsed cord. 

* IT nenreassuring patter is Severe, begin the preparation for 
possible intemal monitoring or cesarean birth, unless vagnal 
bien is meint 


ravenous fluid to expand the 


TYPES OF ELECTRONIC FETAL MONITORING 


External Fetal Monitoring 
‘External tetai monitoring is accomplished by securing an 
ultrasound transducer and a tocodynamometer to the 
woman's abdomen (Skill 7-3). When placed correctly, 
the electronic monitor picks up the sound waves of 
the fetal heart. Uterine contractions can also be moni- 
tored for frequency and duration: however, uterine con- 
traction intensity сано! be monitored with an external 
monitor, External devices are secured on the mother's 
abdomen by elastic straps, belts, or a tube of wide stock- 
inette. The external devices are noninvasive, and they 
donot require ruptured membranes or cervical dilation, 

The equipment is easily applied by the nurse, but it 
must be repositioned as the mother or fetus changes 
position. The woman is asked to assume a semi-sitting 
ог lateral position, This type of monitoring often con- 
fines the woman to the bed: therefore, the equipment 
is removed periodically to wash the applicator sites 
and to give a back massage. This method is valuable 
during the first stage of labor in women with intact 
membranes 

А baltless tocodynamometer is available. This 
system consists of an adhesive transducer that is 
applied to the woman's abdomen with a double-sided 
adhesive film, This method is preferred by the laboring 
woman because it allows her more freedom 
of movement. However, with the advent of epidurals 
and high-tech monitoring of even routine labors, the 
‘woman may not be able to ambulate freely. In early 
labor, intermittent external electronic monitoring is 
used in most hospitals to provide adequate informa: 
tion while allowing the woman to ambulate, shower, 
and interact with family until the bag of water ruptures 

tech interventions are instituted. 
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Skill 7-3 Applying an External Fetal Monitor 


BICC 


PURPOSE 
To monitor the fetal heart rate continuously. 


Steps 
1. Follow instruction manual for equipment (learn 
how to operate the equipment before using it on 
the patient) 

2. Perform function test—print online—to see 
whether calibrated correctly for accurate data. 
Determine whether date and time are correct. 
Explain to mother and partner that two belts will 
be placed around the abdomen—one for the fetal 
heart rate (FHR) sensor and one with a device to 
assess uterine contractions. 

4. Slide belts under woman's back without sensors 
attached, Keep belts smooth (no wrinkles), If 
stockinette is used, slide it up from her feet to her 
abdomen. 

Locate fetal back. Locate loudest sound of FHR 
(best heard through fetal back), 

6, Apply conduction gel to the Doppler ultrasound 
transducer and place on woman's abdomen at 
location of fetus’s back. Move transducer until 
clear FHR is heard. Unit may have a green or 
flashing light to indicate a good signal. 

Place uterine activity sensor on the fundal area, 
where uterine contractions feel the strongest when 
palpated. Observe tracing line for uterine activity 
When the woman has a contraction. The line will be 


E 


Internal Fetal Monitoring. Accuracy is the main advan- 
lage of using Internal fetal monitoring (Figure 7-7). 
However, it requires ruptured amniotic membranes 
and at least 2 cm of cervical dilation. The fetal present- 
ing part must be known and down near the cervix. 
After the perineum is cleansed, a sterile internal spiral 
electrode is inserted into the vagina and placed against 
the presenting part, usually the head. The spiral 
electrode is rotated clockwise until it is attached to 
the presenting part (head or buttocks; never on the 
face, fontanelles, or genitalia). Wires that extend from 
the electrode are attached to a leg plate (which is 
placed on the woman's thigh) and then attached to 
the fetal monitor. A pressure transducer is introduced 
into the uterine cavity to monitor uterine activity. 
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jagged because it also senses the movement of the 
abdomen with breathing, Fetal or maternal 
movement will cause a spike in the line. 

8. Observe the tracing strip for baseline FHR. Palpate 
contractions for intensity and relaxation (external 
monitor does not measure intensity). 

9. Document voiding, stooling, and care procedures 
on tracing. 

10, Report any abnormal findings to the physician or 
nurse-midwife. 


А nume places thm externa tranacucers for latal monttonng. 
The transciicar pisced over the fundus ol the uterus records utere 

contractors, Tha lower sensor manors the fal heart. Nota that this 
patant has two feta neat monitor because s^ в pregnant wth Wna 


‘Advantages 

= Because it is noninvasive, 
infection 

* It can ba conducted at алу time (before amniotic mam- 
branes have ruptured and before cer в Gated), 

* Placement of ransducers can be done by fne nurse. 

* Tracing gives a permanent record. 

Disadvantages. 

* Uterine contraction intensity в not measurable, 

* It may decrease personal contact with statt. 

* Movement of woman may require frequent repostioning 
of ransducera. 

* Obesity and fetal position affect the quality of recording. 


1 reduces the chance of 


As the uterus contracts, it compresses the pressure 
transducer. The pressure is sensed and then converted 
Into a pressure reading, and the intensity of the 
bontraction is recorded. FHR is evaluated by assessing 
Ihe tracing for baseline FHR, baseline variability, and 
periodic changes. The characteristics of fetal heart 
Patterns, their causes, and nursing interventions 
fequired are discussed in Table 7-3. 


Reassuring and Nonreassuring Patterns 

The Normal Pattern. The normal ЕНК pattern is ас- 
Bepted as a heart rate of 110 to 160 beats / minute mea- 
sured over 2 minutes in a 10-minute window of time. 
There are no decelerations, but there may be an acceler 
‘hon. A fetus bom with this normal reassuring heart rate 
pattern is virtually always normally oxygenated. Fetal 
problems can be predicted when abnormal FHR pat- 
| Abnormal patterns are called nonretssuring 

patterns. 


Accelerations, Accelerations are brief, temporary in- 
creases in FHR of at least 15 beats/minute above the 
baseline lasting 15 seconds to under 2 minutes, They 
{usually occur with fetal movements, just as heart rate in- 
greases in adults during exercise, They may occur with 
vaginal examinations, uterine contractions, fundal 
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* Abnormal pattems of fetal heart rate (FHF), suggestive cf 
fetal distress, can be detected early. 

* Intensity of uterine contractions is recorded with 
accuracy. 

* Obesity and fetal or maternal movement do not affect the 


recording, 
* FHR уалаоиу can be assessed. 


* The woman is alowed greater freedom of movement in 
‘bed without compromising the monitor tracing. 

Disadvantages 

* Amniotic membranes must be ruptured and cervix diated 
by al least 2 cm. 

* There potential risk of injury to the fetus it fetal electrode 
ie not correctly applied. 

* Potential risk of infection in fetus and woman exists, 

* Procédure must be performed by the physician, nurse- 
тизе, or specially trained registered nurse, 


pressure, and breech presentations, Accelerations are 
а reassuring FHR pattem and a sign of well-being. 


 Decelerations. Decelerations are transitory decreases 
in FHR from the baseline that are classified according 
to patterns—early, late, and variable—and according 
to the time of their occurrence in relation to the uterine 


FIGURE 7-7 intemal fetal monitoring with fetal scalp electrode. Ths fetal slactrocarciogram ie obtained by аруа tha siactrode drecty to the 
tal scaip, and nen attaching Ma electrode о а leg piste on the mother's thigh. The signa s Iransrmillad o the monitor, counted. and splayed, The 
uterine contractions ste assessed wh an intrauterine pressure catheter attached fo pressura transducer. Tha sna! 1s than displayed on Ihe monitor, 
where tis алто, counted bv Ine cardiotacheretar, and recorded. FHR. fetal heer rate; L/C, uterina contraction 
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Characteristics of Electronic Fetal 
DEFINITION 


and Nursing Interventions 
CAUSE 


TERM. 
Baseine FHA FHA between Normal rate 110-180 Good oxygenation No intervention is necessary. 
contractions beats/minute 
Baseline Change of baseline ^ Normal variability variability is lost, change maternal 
variability FHR 6-25 beats/minute indicative of fetal position to side (ей side, i 
Fluctuations of FHR Moderate variability possible) 
that result in ‘ver 25 beat Loss of variabilty If FHR is abnormal, provide oxygen 
irregular printed indicative of 8-10 L/minute by mask; notify 
line on monitor Loss of baseline depressants or physician, 
‘strip. denoted uteroplacental 
бу flat (smooth) (UP) 
baseline of «5. Variability ls normal; 
loss of variability is 


FHA <110 beats/ Severe fetal hypoxia 
Drugs 


heart rato minute for 210 oxygen by 
minutes Heart biock physician. 
Maternal Changa maternal position, 
— Oxytocin infusion — 
Tachycardia Persistent FHA <160 beats/ Maternal lever ‘Change maternal position to side- 
‘abnormally fast. minute for 210 Fetal hypoxia 
FHA minutes Fetal infection. Check matema vital signs, 
Cardiac anomalies Assess emotional status (anxiety). 
Provide oxygen: поМу appropriate 
‘Stop oxytocin but Keep intravenous 
Jine open. — 
Periodic FHA Changes in FHA that Transient Normal or expected No intervention is required. 
pattems ‘occur with uterine 
Я «аму И = : 
Еву ‘Sowing of FHA when Mirrors i Fetal head No intervention is required, 
return of FHR to 
Retum of FHR to. baseline at end of resulting from 
‘normal at end of contraction ‘uterine contraction 
FHR usualy within Vaginal examination 
range of 110-160 Fundal pressure 
minute. 
Late Sg of FHR after Return of FHRto ШРІ Change to left side-lying position. 
deceleration contraction begns потта! baselina Inadequate fetal Provide oxygen 8-10 L/mnute by 
(when delayed uni wel mask. 
blood flow is ata afer uterine юзе Кот Monitor ВР. 
minimum] ‘contraction ends decreased blood Correct hypotension if present in 
Recovery to normal — (sanon- tow) response to epidural 
delayed (unti reassurngpattem) Malemalhyperension Decrease rate of maintenance 
blood few has. 1 
resumed Discontinue oxytocin infusion. 
Prepare for tocolic drug. 
Assis! win letal blood samning. 
Notily physician. — 
Variable ‘Sowing of FHR Abrupt, Indicates compression Change maternal 
deceleration ^ under 15 BPM decrease in FHA of cord Provide oxygen if FHR does not 
Prolonged lasting between 5 that is variable lh Short cord 1 
deceleration seconds and 2 duration, intensity, Prolapsud cord Correct hypotension if present. 
minutes and timing relative Cord around neck Майу physician if above measures. 
Slowing below ЕНА. to contraction Olgohydramnios Фо not correct ЕНА: 
baseline 2 minutes Prepare for amnioinfusion or forceps 
but under 10 демеу. 
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‘contraction (Figure 7-8). Decelerations indicate an in- 
terruption of oxygen transfer to the fetus. Nursing in 
terventions are required to prevent fetal compromise 
uch as CP or death. 

Early decelerations, Early decelerations typically start 
with the contraction, end when the contraction is 
over, stay within the normal range of FHR greater 
than 110 beats / minute, and produce a V-shaped pat- 
tern. А common cause of early decelerations is com- 
Pression of the fetal head, which stimulates a vagal 
response of the fetal parasympathetic nervous sys- 
tem, No intervention is necessary, 

Late decelerations. Lats decelerstions frequently begin 
at approximately the peak of the contraction and end 
after the contraction ends. They are often associated with 
Wteroplacental insufficiency. The depth and time to 
return to the baseline are significant. Persistence or re- 
currence of late decelerations usually indicates hypoxia 
ог lack of oxygen to the fetus. Late decelerations can be 
caused by maternal hypotension, excessive uterine 
activity (e.g, during induction of labor), and deficient. 
placental perfusion, A drop of 30 beats /minute or a loss 
of the baseline variability (less than 3 to 5 beats / minute) 
is a significant indicator of fetal distress. Prolonged late 
deceleration followed by tachycardia and loss of vari- 
ability may indicate fetal acidosis, 

Repetitive late decelerations are problematic and re- 
quire immediate intervention, including repositioning 
the woman, administering oxygen В to 10 L/minute by 
mask, discontinuing oxytocin infusion (if being adminis- 
tered), increasing intravenous fluids to correct dehydra- 
tion, evaluating vital signs to identify hypotension, and 
promptly reporting these occurrences to the physician or 
nurse-midwife. 


Variable decelerations. Variable decelerations involve 
а transient drop in the FHR before, during. or after 
the uterine contraction. They are related to a brief 


compression of the umbilical cord, The decelerations 
are abrupt and often associated with accelerations be- 
fore or after the deceleration. They are rarely associ- 
ated with hypoxia because the accelerations belore 
and after are protective, The mother's position should 
be changed. If variable decelerations become pro- 
longed and repetitive, they may indicate a tight cord 
around the fetus's neck, which may require an emer- 
gency cesarean birth. Variable decelerations occurring 
early in labor are often a result of oligohydramnios 
(а decrease in amniotic fluid). 


FETAL PULSE OXIMETRY 

Fetal pulse oximetry (FSpO;) was approved by the U.S. 
Food and Drug Administration (FDA) in May 2000. 
However, the value of fetal pulse oximetry remains 
controversial (Oats & Abraham, 2005). A transcervical 
catheter positioned against the fetal cheek can mea- 
sure fetal oxygen saturation. The amniotic mem: 
branes must have ruptured and the cervix must be 
at least 2 cm dilated and the fetus in vertex presenta- 
tion at the cervix, The normal term fetus during labor 
has ап oxygen saturation level of 40% to 70%. Levels 
Jess than 30% may indicate fetal metabolic acidosis, 
which would indicate hypoxia and require rapid de- 
livery of the fetus. Fetal pulse oximetry may be indl- 
cated to enable continuing labor and avoid a cesarean 
birth, especially when a nonreassuring FHR is present 
in а term fetus. 


MONITORING UTERINE CONTRACTIONS. 

When the woman is admitted, a 20- to 30-minute base- 
line electronic monitoring of uterine contractions and 
FHR is usually performed, This monitoring may be 
continued during labor. However, if the woman is at 
low risk for complications, palpation, а less precise 
method, may be used to determine the contraction 
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‘Uniform shape 


Head compression (HC) 
Early deceleration 
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FIGURE 7-8 Fetal naart ata (FHA strass patterns, showing early deceleration (А), ite aecelerstion (В), and variable cacaleration (C). UC, dente 
centractions 


1. Place the fingertips of one hand lightly on the upper 
uterus Keep the fingers relatively still, but move 
hem occasionally so that mild contractions can 
bbe felt, 

2 Palpate at least three to five contractions for an 


the duration of contractions by determining the 
number of seconds from the beginning to the end 
‘of each contraction, 


pattern. To palpate contractions, the nurse places his or 
her fingertips on the woman's abdomen over the uter- 
ine fundus, A summary of the frequency, duration, 
and intensity of contractions should be recorded in 
the woman's medical record. A guideline to the as- 
seasment of contractions by palpation is presented 
in Skill 7-4. 


DETERMINING FETAL POSITION BY 
ABDOMINAL PALPATION 


& By using abdominal palpation (Leopold's maneuvers), 


the registered nurse or health care provider can ascer- 
tain the position, presentation, and engagement of the 
fetus (Skill 7-5). Abdominal palpation will sometimes 
reveal a multifetal pregnancy at the time of admission. 
Also, because FHR is best heard through the fetal 
back, determining the location of the fetal back is help- 
ful, In a vertex presentation, the FHR is heard below 
the mother’s umbilicus in either the right or left 
lower quadrant of the abdomen. In a breech presenta- 
tion, the FHR is heard above the mother's umbilicus 
(see Figure 72). 


MONITORING STATUS OF AMNIOTIC FLUID 

Another important nursing responsibility is to deter- 
mine whether the amniotic membranes are intact or 
ruptured, If the amniotic membranes have ruptured, 
the nurse should note the time of rupture and the 
color, amount, and odor of amniotic fluid. Normally, 
amniotic fluid is clear and pale and has little odor. 
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4. Estimate the intensity of contractions by trying 
indent the uterus at the contraction’s peak. If it 
easily indented (like the tip of the nose), the 
‘contraction is mild; if it is harder to indent (like 
chin), it is moderate; if nearly impossible to ind) 
(like the forehead), it is 1 — 

5. Document the av juency (in minutes ar 
fractions), duration (in por ‘and intensity, 

6. Report contractions that occur more frequently t 
‘every 2 minutes or last longer than 90 seconds ¢ 
intervals of relaxation shorter than 60 seconds. 

7. Guidelines for minimum interval between fetal 
heart rate (FHR) assessment: 

à. Hourly during latent period 

b. Every 30 minutes during active phase. 

©. Every 15 minutes during, stage 

4. More frequently if abnormal pattern exists 
(see Box 7-2). 


Greenish fluid suggests fetal passage of meconit 
Wine-colored amniotic fluid indicates the prese 
of blood and possible premature separation of 
placenta. A foul or unpleasant odor of fluid suggs 
infection. 

The nurse should perform a Nitrazine paper v 
after donning gloves, to confirm whether the am 
otic membranes have ruptured (Skill 7-6), The | 
strip is sensitive to pH and will turn deep blu 
amniotic fluid is present. The blue color indice 
the alkalinity of the fuid. IF leakage is actualy uri 
the fluid will be slightly acidic, and the strip v 
remain yellow. 

Ferning is a characteristic pattern of crystallizat 
in amniotic fluid when it dries. Ferning may 
observed by placing vaginal fluid on a glass sl 
allowing it to dry, and then observing it under a mit 
scope. Urine and other vaginal discharge will not st 
this pattem. 


AMNIOINFUSION 
Amniointusion is the infusion of warmed normal sa 
or Rínger's lactate solution into the uterine cavity а 
the amniotic membranes have ruptured, Amnioir 
sion is performed to decrease the compression of 
umbilical cord, increase fluid when oligohydram 
is present, dilute meconium in the uterine cav 
and reduce the risk of meconium aspiration. Contr 
dications to amnioinfusion include a prolapsed © 
vaginal bleeding, and severe fetal distress. 
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Performing Leopold's Мапе 


УЕ PK 


PURPOSE 
To determine fetal position and presentation. 


Steps 
1. Have woman empty bladder and lie on her back 
with knees flexed and small pillow under one hip. 
a. Presentation. Hands are placed on either side of 
the maternal abdomen to palpate the uterine 
fundus to determine whether a round, hard 
object is felt at the fundus (the fetal head, 
indicating a breech presentation) or a soft, 
irregular contour (the fetal buttocks, indicating a 
vertex presentation). 


maternal abdomen, supporting onc side of the 
abdomen while palpating the other side. Palpating 
а hard, smooth contour indicates location of the 
fetal back, whereas feeling soft, irregular objects 
indicates the small parts or extremities. 

e. Confirm presentation. The suprapubic aren is 
palpated to determine that the vertex (or head) is 
presenting, Feeling a hard, round area that does 
not move may indicate the head is engaged. 

d. Attitude. Attitude of the fetal head is determined. 
by palpating the maternal abdomen with 
pointing toward the maternal feet. The hand is 
moved downward toward the symphysis pubis. 
Feeling a hard, round object on the same side as 
the fetal back indicates the fetus fs in extension. 
Feeling the hard, round object opposite the fetal 
back indicates the head is in flexion. 

2. Document the findings, and report any abnormal 
findings. 


Testing for the Presence of Amniotic Fluid (Nitrazine Paper Te: 

+ 1 1 $ 
5s mic CLIE CNO 
PURPOSE 4. A blue-green or deep-blue color of the Nitrazine 
To determine the presence of amniotic fluid in vaginal paper indicates fluid is alkaline and most likely 
secretions. amniotic fluid. 

5, A yellow to yellow-green color of the strip paper 

Steps indicates fluid is acidic and is most likely urine. 
1. Explain purpose to одай 6, Document and report results, offer and provide peri 
2. Wash hands; apply clean gloves. care, remove gloves, and wash hands. 
. Place piece of Nitrazine paper Into fluid from 7. Document the presence of bloody show, which may 


dann alter accuracy of results. 


PHYSICAL CARE AND PSYCHOLOGICAL SUPPORT 
DURING LABOR AND BIRTH 


THE NURSE'S ROLE 

Because the woman's physical needs are the most ap- 
parent, it is easy to emphasize the physical aspect of 
Gare and neglect the psychological aspect of care re- 
dated to the childbirth process. 

"The goal of psychological care is to make the labor 
nd delivery process а more pleasant and satisfying ex- 
perience and to allow more family participation. This 
Tan affect the course of labor and the woman's attitude 
foward the father or partner, the infant, and future 
panei: The woman's response to wach stage of la- 

and the nursing interventions for each stage are 
presented in Table 7-4. 


PER am ramon 


Technology and the Nurse — 

Tre nurse's responsiblity dung labor is to focus on the patient. 
Me use of technology in the labor room should not be a змові 
{te for hands-on care, Data on a montor cannot report the ра- 
nı 's feelings, which are important in providing an enriched birth 
perience, Establishing а therapeutic relationship with the 
ютәл and significant other upon admission Is assent 


The nurse documents the progress of labor; reports 
abnormal findings; and provides measures of support, 
prevention of infection, and promotion of comfort 
Position changes are effective in promoting comfort 
and facilitating fetal rotation and descent. Walking, 
standing, leaning, sitting upright, side-lying, squat- 
ting, or knee-chest positions are also effective. Periodic 
vaginal examinations are performed by the registered 
nurse or health care provider with sterile gloves and 
а water-soluble lubricant to determine the status of 
cervical dilation and effacement (Figure 7-9). 

Vaginal examinations are contraindicated if vaginal 
bleeding is present (see Chapter 14). Maternal vital 


Reassess tatal heart rate (FHA) after 

* Rupture of membranes 

* Vaginal examination 

* Ambuiaton [before and after) 

* Change in infusion rat cf oxytocin 

* Administration of drugs (befere and after 
Urinary catheterzation 


* Expulsion of enema 
* Recognition of abnormal uterine activity (close, strong 
contractions) 
* Decrease in fatal activity (as Telt by mother) 
If FHR is being monitored electronically, it should be fre- 
‘quently observed and documented according to the institu- 
tion's року 
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signs are documented every hour in the latent phase 
and every 30 minules in the active phase of labor. 
FHR patterns are monitored closely, and frequency, 
intensity, and duration о! contractions are documen- 
ted. Any questionable FHR pattern must be reported 
promptly to the nurse or health care provider. A dry 
mouth may be relieved by ice chips or lollipops, but 
the laboring woman should receive nothing by mouth 
(NPO) in regards to solid foods because nausea and 
vomiting can occur during labor and delivery, and 
the risk for aspiration is high. Intake and output are 
recorded, and the bladder is checked for distention 
every 1 to 2 hours because the woman may not beable 
to sense the need to void. Palpation of a bulge above 
the symphysis pubis may indicate the bladder needs 
to be emptied. In addition to the consistent assessment 
ol maternal and fetal conditions, the nurse helps the 
woman cope with labor by comforting, positioning, 
teaching, and encouraging her. Another aspect of 
intrapartal care is the attention to the woman's partner. 


* Use barrier precautions to prevent akin and mucous 
membrana contact with body fluids. 

=» Waar aye protection or a tace shield when assisting in û pro- 
cedure where a splash of fid can occur, 


* Wear show covers and а Мого, fuc-resatant covor 
gown during белогу. 

* Uni standard precautions. whenever handing sharps 
leg. Suture needles and syringes with needles). Dispose 
of all usod sharps in the aoproprito container, 

* Never recan needs. 

* Review standard precautions on Evolve. 


‘SUPPORTING THE PARTNER 


Partners, ог coaches, vary considerably in the degree of 
involvement with which they are comfortable. The 
labor partner is most often the infant's father but 
may be the woman's mother or friend. Some partners 
are truly coaches and take a leading role in helping the 
woman cope with labor. Others are willing to assist if 
they are shown how, but they will not take th 
tive. Still other couples are content with the partner's 
encouragement and support but do not expect him. 
or her to have an active role. The partner should be per- 
mitted to provide the type of support comfortable for 
the couple, The nurse does not take the partner's place 
but remains available as needed (Figure 7-10). 

The partner should be encouraged to take a break 
and periodically ent a snack or meal. Many partners 
are reluctant to leave the woman's bedside, but they 
may faint during the birth if they have not eaten. 
А chair or stool near the bed allows the partner to sit 
down as much as possible, 
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. 
independence 


Exhibits need for. 


Active phase. corvi Continue to assess and document maternal vital signs and 
4-7 ст li-delineci doubts and fears FHR every 30 minutes. 
Contractions every Exhibits increased fatigue and may feel Provide support and encouragement, 
2-3 minutes, 60- to Iton electronic fetal monitor, observe for normal or abnormal 
BO-second As contractions become sirongar, ‘Signs; explain monitor to woman and support person. 
moderate to strong Assess status of membranes, 
intensity Becomes more dopendent as se la Encourage woman to vod every 1-2 hours to avoid bladder 
less able to төө! her needs. distention. 
Desires: Observe for ful bladder (woman loses urge to vod with 
Becomes uncertain whether she can  — epidural block). 
оре with contractions Assess progress of labor (cervical dilation). 
Fitual асіне or motions during Registered nurse may perform vaginal examination (tee 
perhaps indicate that Figure 7-2), 
‘strong coping strategies are in place Provide comfort and safety measures: moisten lips, apply 
‘ointment, and provide ice. 
‘Apply cool cloth lo woman's forehead. 
Provide back rubs, sacral pressure, effieurage, attention- 
Assist with oral hygiene. 
Keep bed linens dry and bedrails up. 
assistance with position changes, support with 
plows, or help with walking. 
Protect woman from infection with frequent pornaai care. 
Inform couple about labor progress. al 
| Tension: сем Marked restlessness and initabllty Continue nursing interventions rom active phase. 
8-10 cm Amnesia between contractions. Encourage woman to rest between contractions. 
Contractions every 2-3 Generalized discomfort, cramps in legs Tak woman through the contraction by maintaining 
minutes, 60. to 90- — Sometimes niccupping and 3 
second duration, Nausea and vomiting Assess montor sira tor otal or abraal sa ол 
strong intensity Perspiration on face monitor); If not on monitor, assess FHR and. 
Trembling legs. pressure every 15 minutes. 
Increased show Recognize woman may not wam to be touched during 
May feel tearing open or splting ban transilon period: recognize tis is а Фо! time for 
Do not leave woman alone. 
May feel out of control. Accept behavior of throwing off covers, etc. 
Fear of being alone Get blanket it woman feels cold; assist in changing postions. 
Apply cool cioth to head when woman feels hot. 
Encourage voiding; assess for tull bladder, 
Freee SS HEB йыр ا‎ 
Provide privacy. 


‘Main Goal: Descent to Birth of Baby, Complete Dila 
Contractions every. Desire to, at . 
16-2 minutes, 60-0 Satisfaction if told baby is almost here _ bearing down i 

90-зосопа duration, Complete exhaustion Encourage desp breathing between contractions. 
strong intensity Pushes with contractions. ‘Assess FHR after each contraction (if not on monitor). 
May leel helpless, out of control 
panicky 


bleeding. 

Provido nurse-micwe or physician with necoesary 
(for possible episiotomy repair), 

Take woman to recovery room (f in traditional facit. 

Encourage parent-newbom bonding. 


Goals: Prevent Hemorrhage, Facilitate Maternal-Newborn Bonding 
Exhausted but happy labor is over (уос! nursing assessment toward prevention of 
hemorrhe 


Enger to food baby ge 
Hungry Assess every 15 minutes for 1 hour minimum; fundus 
Thirsty location (height) and consistency (I not firm, massage 


Sleepy ‘and report; lochia amount, color, odor; vtl signs: 


Provide privacy for woman, partner, and baby to get 
acquanted. 


PAR, мш Fat ra: NFO, nete by Pu. 


FIGURE 7-9 Vaginal examination. А, Ur dea unafaced ceni, membranas intact. В, Paipation of sagital suture ine. Cervi etaced and partis 
ated 
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FIGURE 7-10 The nurse explains the electronic monitor that shows he 
осле of the contracton has passed, while the pariner messages the 
паране woman's back and shoulders 


Teaching the Father or Partner 

The lather or partner should be taught. 

* How labor pains affect the woman's behavior and attitude 

* How to adapt responses to the woman's behavior 

* What to expect in his or ^er own emotional responses as the 
woman becomes introverted or negative 

* Effects of epidural analgesia 


THE DOULA 
А doula is a person other than a family member or friend 
whois trained to provide labor support. A doula may be 
certified by associations, such as the International 
Childbirth Education Association or the Association 
of Labor Assistants and Childbirth Educators, and ad- 
heres to a specific scope of practice. Doulas may be 
hired by the mother or couples to provide labor support, 
guidance, and encouragement to the mother during la 
bor and to act as an advocate for the family (Figure 7-11). 


TEACHING 
Teaching the laboring woman and her partner is an on- 
going task of the intrapartum nurse. Even women who 
attended childbirth classes often find that the measures 
they learned are inadequate or need to be adapted. Posi- 
tions or breathing techniques that are different from those 
learned in class may need to be tried. A woman should 
usually try a change in technique or position for two or 
Ibandoning it for another. 


ot ak 


Many women are discouraged when their cervix is 
about 5 cm dilated because it has taken many hours to 
reach that point. They think they are only halfway 


FIGURE 7-11 The doula. The гасло woman ben on а bithing Бай a 
бе оул provides өле QETAN! эло т^ (a agen Far 


through labor (full dilation is 10 cm). However, a 4- 
to Sem dilation signifies that about two thirds of the 
labor is over because the rate of progress increases once 
this level has been reached. Laboring women often 
need support and reassurance to overcome their dis- 
couragement around this time. 

The nurse often must help the woman avoid push- 
ing before her cervix is fully dilated. She can be taught 
to blow out in short puffs when the urge to push is 
strong before the cervix is fully dilated. Pushing before 
full dilation can cause maternal exhaustion and fetal 
hypoxia, thus slowing progress rather than speeding it 

When the cervix is fully dilated, the nurse teaches or 
supports effective pushing techniques. If the woman is 
pushing effectively and the fetus is tolerating labor well, 
the nurse should not interfere with the woman's efforts. 
The nurse should encourage the woman to take а деер 
breath and exhale it at the beginning of a contraction. She 
then takes another deep breath and pushes with her 
abdominal muscles while exhaling, Prolonged breath 
holding while pushing (Valsalva’s maneuver) can im- 
pair fetal blood circulation. The woman should push 
for about 4 to 6 seconds ata time. [fsheis ina semi-sitting 
position in bed, she should pull back on her knees, pull 
behind her thighs, or use the handrails on the bed. 


WATER BIRTH. 
In May 2005, the American Academy of Pediatrics 
Committee on Fetus and Newborn classified water 
birth as an experimental procedure requiring parental 
informed consent (Schuman, 2006). However, a current. 
trend in alternate delivery is delivering in a water bath 
(Figure 7-12). Advantages and disadvantages of a 
water birth are described in Table 7- 


FIGURE 7-12 Tho ute of a warm baih or a Jacuzzi during labor 
promotes musclo reaxaton and pan reat, 


Advantages and Disadvantages 
of Water Birth 


Vasodiation 

Fatigue о decreased тиза tone 

Flu loss due to perspiration in tha 
warm water 

increased hydrostatic pressure 
wxpenienced during dee 

Оболу in getting out of the bath if 
n emergency occurs 


Respiratory depression because of 
warmth of the water 

Loss of cold stimulus that inflates 
respiration 

Infection from exposure to maternal 
vaginal and bowel organisms 

‘Aspiration 

Dificutty wath fetal monitoring. 


PROVISION OF CARE DURING THE 

FOUR STAGES OF LABOR 

BIRTH 

Signs of impending birth are listed in Box 7-3. Most of 
the comfort measures suggested for the first stage of la- 


bor remain appropriate during the second stage (which 
begins with the cervix being completely effaced and 
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‘Specific behaviors may suggest that birth is imminent, such as: 

* Sitting оп one buttock 

* Making grunting sounds 

* involuntarily bearing down with contractions. 

* Stating “the baby is coming" 

* Buiging of the perineum 

If bit appears imminent, the nurse should not leave the 
woman alone, snould prepare for the precipitate birth, and 
shuld summon help with the сай bell 


dilated and ends with the birth of the baby). As the head 
descends, the woman has the urge to push because of 
pressure of the fetal head on the sacral nerves and the 
rectum, The woman should take a cleansing breath be- 
fore each contraction to keep oxygen and carbon diox- 
ide levels in balance. She should use the open-glottis 
method for pushing, in which air is released during 
pushing, so that intrathoracic pressure does not build 
up. Some women experience intense physical exertion 
by pushing and may feel а tearing sensation. The peri- 
neum begins to bulge and flatten, and soon the baby’s 
head appears at the vaginal opening (crowning), The fe- 
tal head distends the perineum, and the physician or 
nurse-midwife applies gentle, firm support on the head 
in the direction of the perineum to maintain flexion. The 
force of the next one or two contractions and maternal 
effort will usually deliver the infant's head. 


impending Birth 
Ifthe mother states, "The baby is coming,” believe her! 


After the head is delivered, the woman is asked to 
stop pushing. The physician or midwife wipes the 
baby's face with gauze sponges and uses a bulb syringe 
to suction first the mouth and then the nose, The phy- 
sician ог nurse-midwife checks the baby’s neck for the 
‘umbilical cord, Ifthe cord is present around the neck, it 
is usually long enough to be slipped over the head; 
however, it may be necessary to clamp and cut the cord 
first. Meanwhile, the head realigns itself with the 
shoulders (external rotation). The woman may be asked 
to steadily bear down with the next contraction to de- 
liver the shoulders. The rest of the baby’s body will 
quickly follow. The newbarn is dried (to minimize 
the loss of heat), and often is placed on the mother's ab- 
domen, after which the umbilical cord is clamped. If 
the husband or partner is present, it is ideal to allow 
him or her to participate in the experience of cutting 
the umbilical cord. The baby may be placed on the 
mother’s chest, with skin-to-skin contact providing 
warmth to the newborn and establishing mother-in- 
fant bonding. 
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DELIVERY 

The woman most often delivers in the same room 
where she has labored. The maternal position for birth 
varies from a lithotomy position, to one in which her 
feet rest on a footrest while she holds a bar, to a 
side-lying position with the woman's upper leg held 
by the coach. Опсе the woman is positioned for 
birth, her vulva and perineum are cleansed (Skill 7-7). 
The nurse prepares the delivery table for use 
(Figure 7-13). The nurse (usually the same nurse as 
the labor nurse) continues to monitor the FHR every 5 
to 15 minutes, To protect all of the care providers in 
the delivery room, each wears fluid-resistant gowns, 
gloves, and face masks that incorporate eye shields or 
goggles. The physician or nurse-midwife will have car- 
ried out appropriate handwashing (surgical scrub) be- 
fore putting on the sterile barrier attire, The health 
care provider and partner coach the woman through 
the second stage of labor (Figure 7-14). 

If the physician or nurse-midwife elects to perform 
an episiotomy (an incision into the perineum, per- 
formed during the second stage of labor to enlarge 
the perineal opening to prevent tearing as the head 
ol the fetus is born), the circulating nurse opens the ap- 
propriate instruments and sutures for repair once the 
placenta has been delivered. 


Vs 


PURPOSE 
То remove secretions and feces from perineal 


Steps 

1. Use warm water and solution per hospital policy. 

2. Use a fresh sponge to cleanse each new area. 

3, Using a zigzag motion, cleanse the area between the 
clitoris to the pubic hairline. 

4, Using a zigzag motion, cleanse the area between the 
Aablrvajr and ier high on one leg and ther the 


5. Apply a single stroke with the sponge downward 
from the right side ofthe clitoris and downward to 


the anus. 

6. Apply a single stroke with the sponge downward 
on the left side of the clitoris to the anus. 

7. Apply a single stroke downward in the middle over 
the clitoris over the vulva and perineum. 


FIGURE 7-13 Sterio delvory tablo arranged in a convenient order. 


EXPULSION OF PLACENTA 
The third stage of labor begins after the birth of the 
baby and ends with the expulsion of the placenta. After 
the delivery of the baby, the uterus rapidly shrinks, 
The placenta, however, does not decrease in size; thus, 
as the placental site becomes smaller, the placenta be- 
gins to buckle and then separates; as the uterus con- 
tracts, the placenta is expelled, usually within 15 to 
30 minutes after the baby is delivered. Signs of immi- 
nent delivery of the placenta include lengthening of the 


Cleansing the Perineum Before Delivery 
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FIGURE 7-14—СОНТО F, The ph 


umbilical cord, а gush of blood from the vagina, and 
elevation of the uterine fundus. The gush of blood 
may come after the placenta is delivered if the fetal side 
of the placenta is expelled first (Schultze mechanism) 
the gush of blood may come just before the delivery 
of the placenta if the maternal sid 
(Duncan mechanism). 

The third stage places the woman at risk for hemor- 
rhage; therefore, assessment of the amount of bleeding, 
the woman's blood pressure, and pulse rate is very 
important. The nurse records the time the placenta is 
expelled and whether it delivered spontaneously. An 
oxytocin drug (e.g. Pitocin) may be given to the woman 
after the placenta is delivered to help the uterine muscles 
contract and thereby reduce the amount of blood loss. 
The placenta is examined by the health care provider to 
determine whether itis intact (Figure 7-15). The nursing 
responsibilities during birth are summarized in Box 7-4 


IMMEDIATE RECOVERY PERIOD 


The recovery period, sometimes referred to as the 
fourth stage of labor, is the stage of physical recovery 
for the mother. It lasts from the delivery of the 


is expelled first 


supports the parneum as the head emerges. G, The С 
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tho cord around the nack 


placenta through the first 1 to 4 hours after birth. 
The greatest danger to the mother in the first hour 
after birth is hemorrhage. Vital signs are taken, and 
an ice bag is often applied to the perineum to reduce 
the amount of edema that occurs because of trauma 
ог an episiotomy. The location and firmness of the 
uterine fundus are assessed and the fundus mas- 
saged as needed. The amount and color of lochia 
(vaginal discharge) are assessed; no more than one 
perineal pad per hour should be saturated. A co 
tinuous trickle of bright red blood when the fundus 
is firm may indicate a bleeding laceration and must 
be immediately reported. The bladder must be 
assessed for distention because the woman often 
does not feel the urge to urinate. A distended blad- 
der can displace the uterus from the midline position 
and inhibit uterine contraction. Urinary catheteriza- 
tion may be required, Many women have a shaking 
chill after delivery, yet deny being cold. A warm 
blanket over the woman’s body provides warmth 
and comfort until the shaking subsides. The return 
of sensation to the lower extremities is documented 
(see Chapter 8), 
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FIGURE 7-14—СОНТО M, The newborn is placed. 
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FIGURE 7-15 Expulsion of the placenta. A, Schutze mechniem oscure when tna fetal sia 
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The nursing assessment is performed every 15 mi- Summary of Nursing Responsibilities. 
nutes for at least 1 hour and according to hospital pro- During Birth 
tocol thereafter (Table 7-6). The mother and partner Preparing delivery instruments and newborn 
should be encouraged to continue the parent-infant خمد‎ сїрї 
bonding process, and the mother should be assisted Performing perineal prep 


in initiating breastfeeding. Providing support to the woman and her partner or coach 
Adminstering medications аз needed 
Providing phase 1 care to the newborn, such as suctoning, 


7 F 
PHASE 1: IMMEDIATE CARE OF THE NEWBORN . 202 бу Fee 
Physiologic changes in the respiratory and circulatory * Examining placenta to be sure itis intact and recording ift 


is expelled by a Duncan or Schultze mechanism. 

* Providing identification for mother, in 

* Assessing the fundus and perineum aftor 
Promoting parent-intant bonding 


systems occur as the baby is born and the umbilical 
cord is cut. The newborn enters a series of stages of 
transition from intrauterine to extrauterine life and, 
for the first 8 hours, may be physiologically unstable. 


Maternal Problems That Must Be Reported 
in the Fourth 


The first 30 minutes to 1 hour of life is called the first 
period of reactivity and usually takes place in the deliv- 
сту room because the mother and newborn are usu- 
ally kept together during the fourth (recovery) stage 
of labor. The physiologic changes in the newborn 
аге discussed in Chapter 9, 


NURSING CARE OF THE NEWBORN 
IN THE DELIVERY ROOM 


Nursing care of the newborn after delivery is divided 
into three transitional phases; phase 1, the immediate 
care after birth, from birth to 1 hour of age; phase 2, from 
1104 hours after birth (usually when newborn is trans- 
ferred to nursery or postpartum unit); and phase 3, from 
4 hours after birth until discharge from hospital. 

‘The goals of care of the newborn in phase 1 include: 

* Maintaining thermoregulation 

* Maintaining cardiorespiratory function 

* Identifying mother, partner, and newborn 

+ Performing a brief assessment for anomalies 

* Observing for and documenting passage of meco- 
nium and urine 
Facilitating parent-newborn bonding and first 
breastfeeding 
Health care personnel always wear gloves when 
handling a newborn before the first bath because of 
the blood and amniotic fluid that is on the infant's skin. 


Thermoregulation 

Maintaining warmth of the newborn is important 
because hypothermia (low body temperature) forces 
the newborn to use glucose to warm his ar her body, 
thereby causing hypoglycemia (low blood sugar) 
Hypoglycemia is associated with the development 
of neurologic problems. Hypothermia causes cold 
stress that results in an increase in the newborn's 
basal metabolic rate (BMR) in an effort to warm the 
body. An increase in the BMR results in an increased 
need for oxygen consumption, which can lead to 
hypoxia (low blood oxygen level). Therefore, once 
the baby is born, he or she is immediately dried 
With a soft towel and placed on the back or side in a 
heated crib or radiant warmer, with the neck slightly 
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extended (Figure 7-16). A hat may be placed on tt 
head after it is dried to prevent heat loss from th 
large body surface area. When the infant is remove 
from the radiant warmer, a warm blanket wra 
should be applied. 


Cardiorespiratory Support 

The face is gently wiped to remove excess mucus ani 
amniotic fluid. The newborn is an obligate nos 
breather and will not breathe through the mouth vol 
untarily if the nose is obstructed. Therefore, nasa 
suctioning with a bulb syringe contributes to a clea 
airway. Bulb suctioning of the mouth prevents aspi 
ration of mucus and amniotic fluid (see Skill 10-4) 
As soon as the baby is placed in the radian 
Warmer, а heart monitor is applied because the heart 
rate is the most reliable indicator of need for resusci- 
tation. A newborn with a heart rate greater than 
100 beats/minute will generally need suctioning 
only. If the newborn is cyanotic, supplemental 
bloweby oxygen can be given. À cyanotic newborn 
with a heart rate less than 100 beats / minute requires 
stimulation by rubbing the back with a towel while 
being given blow-by oxygen. If rapid response to 
suction, oxygen, and tactile stimulation does not oc- 
cur, bag and mask resuscitation may be initiated by 
the registered nurse, respiratory therapist, or other 
health care provider 


FIGURE 7-16 Newborn in radiant warmer. T» nurse acpies a 
thermal sensor to lhe newton s atidomen and assesses ne nant inthe 
radiant warmer. Note the nurse a wearing purple nine (tex ов) gloves 
When handing the rewbom because newborns can be atergi io ate 
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| Table 777] Apgar Scoring System. 


SIGN 0 1 2 

Heetrate Absent — «100 beats/minle 2:100 beats/minute 

Respiratory effort Мо spontaneous respirations  Siwweskcry Spontaneous; with a strong. lusty cry 

Musde tone Limp Minimal flexion of extremities: Active spontaneous motion: flexed 

Refexintabiy Мо response to suction от Minimal response (grimace) 10 Prompt response to suction, with cry or 

gente siap on soles Simuation active movement with a gentle slap to 

жы шг у — ee‏ کے کے 

Color Be cr paie Body pink, extremities blue Completely pink fight skin) or absence of 


cyanosis (dark skin) 


Nore The nurse evaluates each sign in the Apgar and totals the score at 1, 5, 10, and 16 minutes after birth to determine 
what interventions the intant needs. А score of 8-10 requires no action other than continued observation and support of the 
infant's adaptation. A score from 4-7 means the infant needs gentle stimulation such as rubbing the back; the possibilty 
of narcotic-induced respiratory depression should also be considered, Scores 43 mean that the infant needs active 
resuscitation, И resuscitative measures are applied, the folowing scoring chart is added to the routine Apgar: 


тагам oper асот sym R 


Oxygen may be given as needed until the infant 


cries vigorously. Acrocyanosis (a blue color to the hands 
and feet of the newborn) is normal because of sluggish 
peripheral circulation for the first few hours after birth. 

‘An Apgar score is assigned at 1 and 5 minutes 
after birth (Table 7-7), An Apgar score identifies the con- 
dition of the newborn and determines whether further 
resuscitation measures are needed, A score of 7 to 10 in- 
dicates a baby who has good cardiorespiratory function 
with minimal bulb suctioning assistance. Some signs of 
respiratory distress in the newborn are listed in Box 7-5. 


Identification and Clamping of Cord 

A numbered wristband and ankle band are placed 
оп the newborn, and wristbands with matching 
numbers are placed on the mother and the partner 
(Figure 7-17). АШ identifying information is 


Signs of Respiratory Distress in the Newborn 


* Persistent cyanosis (other than hands and feet] 

* Grunting respirations (a noise heard without a 
stathosaope as the newborn exhalas} 

* Retrachons on inhalation under the stemum or 


between the ribs. 

„ Sustained respiration rale higher than 
60 breaths/minute 

* Sustained heart rate below 100 cr above. 
180 beats/minute 


Deere 
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documented and verified in the delivery room. The 
identification band numbers are verified every time 
the infantis separated and returned to the mother dur- 
ing the hospital stay. In some hospitals, a sensor is 
added to the newborn's wristband that will set off an 
alarm if the baby is removed from the unit. Footprints 
of the baby and fingerprints of the mother may be in- 
cluded in the identification process in some hospitals 
some hospitals take a photograph of the newborn in 
the delivery room. A cord clamp is applied to the 


“The rura nciudes tro tamar wnen сатро and curing 


ала prodas aching cara of eumtilica cor stump. 


umbilical stump, and the cord is assessed to determine 
the presence of two arteries and one vein (a mnemonic 
to help remember this is AVA). 


Documenting Urination and Passage of Meconium 
The newborn cannot be discharged home before pa- 
tency of the gastrointestinal and genitourinary tracts 
is established. If the newborn urinates or passes meco- 
nium in the delivery room, it must be recorded in the 
medical record. 


Administering 


Intramu: 


slar Injections to the 
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Administering Vitamin К 
The newborn should receive vitamin K (phytona- 
dione [AquaMEPHYTON] 0.5 to 1 mg). It is given in. 
tramuscularly in the midanterior thigh (the vastus 
lateralis muscle), where the muscle development is 
adequate (Skill 7-8). Because newborns cannot syn- 
thesize vitamin K in the intestines without the pres- 
ence of bacterial flora, they are deficient in clotting 
factors, and vitamin K must be administered as a pro- 
phylaxis to assist in clotting. 


Newborr 


Gao 


A 1-mL syringe with a 5/8-inch, 25-gauge needle is 
often used. A small needle reaches the muscle but 
potentially prevents striking the bone. 
Locate the correct site. The middle third of the vastus 
lateralis muscle is the preferred site (see illustration), 
The middle third of the rectus femoris is an alternate 
site, but its proximity to major vessels and the sciatic 
. nerve necessitates caution during injection. 
33, Cleanse the area with an alcohol wipe. 
4, Stabilize leg while grasping tissues (upper thigh) 
between thumb and fingers to prevent sudden 
movement by newborn and possible injury. 


Intramuscular injection. The nowoorn's leg is stabilized wn ona 
зга and the needle is derten into the Inign at a 00-cegres angie 
‘Note thatthe nurse ls wearing gloves on both hands when handing me 
unwashed newer. 


5. Insert needle at 90-degree angle to the thigh. 

6. Aspirate; if no blood returns, slowly inject solution 
to distribute medication evenly and minimize 
discomfort. (If blood returns with aspiration, 
withdraw needle, discard syringe and needle, and 
prepare а new medication.) 

7. Remove needle quickly and gently massage the site 
with an alcohol swab, Massage helps medication 
absorb, 

В, Reposition infant. 

. Remove gloves, wash hands, and document in 

medical record, 


82 — 


Prophylactic Eye Care 
Prophylaxis against gonococcal ophthalmia neona- 
torum, an infection that can cause blindness, is re- 
quired for all newborns. The newborn can acquire an 
суе infection, such as gonorrhea or chlamydia, when 
passing through an infected birth canal. Erythromycin 
(otycin) ophthalmic ointment is commonly used for 
prophylactic eye care because it produces less eye irri- 
tation and destroys the Chlamydia organism. Ideally, 
a single unit dose (new tube) of ointment is used, 
The ointment is placed so that it reaches all areas of 
the conjunctival sac (Skill 7-9). It is recommended that 
eye prophylaxis be administered approximately 1 hour 
after birth to allow time for newborn-parent interac- 
tion without the newborn's vision being disturbed. 


Promoting Parent-Newborn Bonding 
‘As soon as the newborn is dry, warm, and stable, he or 
she may be wrapped in a clean blanket and placed in 
the mother's arms. Breastfeeding should be started 
if the mother desires with skin-to-skin contact and a 
blanket over both the baby and mother (Figure 7-18), 
(Breastfeeding is discussed in Chapter 11.) The alert 
period of the newborn in this first period of reactivity 
lasts for 1 hour only; the infant will then sleep for 
approximately 4 hours, Therefore, every effort should 
be made to promote bonding as soon as possible. 


Observing for Abnormalities 
The respiratory and heart rate are monitored and 
recorded, The newborn is observed for obvious anom- 
alies such as symmetry of movement, cry, and the basic 


Administerir Jintment t 


ыс" 


startle (Moro's) reflex. А more detailed assessment is 
performed in phase 2 of newborn care and is discussed 
їп Chapter 10. 

The newbom is transported to the newborn nursery 
or couplet postpartum unit according to the facility 
protocol. Some hospitals transport the newborn in a 
radiant warmer to the nursery, where he or she is 
observed for 1 to 4 hours. Other hospitals wrap the 
newborn warmly and place him or her in the mother's 
arms for transport to a rooming-in unit. In an LDRP 
unit, the mother and newborn remain in the delivery 
suite until discharge. 


UMBILICAL CORD BLOOD BANKING 


Blood from the placenta and umbilical cord has, in the 
past, traditionally been treated as а waste product and 
discarded. It is now known that cord blood contains 
the same type of blood stem cells as bone marrow, 
Stem cells give rise to all cells found in the blood, in- 
cluding immune bodies. Stem cell transplants can be 
an invaluable aid in the treatment of many malignant 
and genetic diseases of children and adults. 

Cord blood can be collected at birth for storage and 
possible future use if needed. In 2004, a bill was in- 
troduced by the U.S, Congress to establish a national 
network of cord blood stem cell banking under the di- 
rection of the National Health Resources and Services 
Administration (HRSA), and, in 2008, the American 
College of Obstetricians and Gynecologists (ACOG) 
updated the policy recognizing the use of umbilical 
cord blood as an accepted emerging therapy. 


the Ne 


PURPOSE 

To protect the newborn from ophthalmia and 
chlamydia infection, (All newborns have this 
prophylactic treatment before leaving the delivery 
тоот) 


Steps 

1. Gently cleanse the eye of blood and vernix. 

2. With one finger, pull down the lower lid to expose 
the conjunctival sac, or gently separate the upper 
and lower eyelids with the thumb and forefinger. 

3, Apply ointment evenly across the conjunctival sac 
and allow the eye to close. 

4. This should be done before leaving the delivery 
room but after the mother and infant have had time 
to bond immediately after delivery- 
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The collection process requires informed consent 
from the mother and involves using special collection 
kits that contain Vacutainer, screening for infectious 
diseases, and packaging materials required for send- 
ing the blood to the storage facility 

The Human Genome Project and development of 
gene therapy may further increase the value of cord 
blood banking. Seventy to 80 mL of cord blood is usu- 
ally collected by the health care provider after delivery 
of the newborn and clamping of the cord but before the 
placenta is expelled. Cord blood must be transported to 
the cord blood bank storage facility within 48 hours of 
collection. It is then processed and cryopreserved at a 
temperature oí —196° C (—320° F) with liquid nitrogen. 
No expiration date is required for undisturbed samples. 
All pregnant women and their partners should be coun- 
seled concerning cord blood banking, The costs of cord 
blood collection and banking may not be covered by 
health insurance. 


Lat a lew minutas old, i pi 
shin contact anc oreastieectng ле elated ust mates afer bith Both are contrac 


3 on her mother к chest and anarches tor ne breast ripple weh hr 


LDR room, 


PHASE 2 AND PHASE 3: CARE OF THE NEWBORN 


Phase 2 care of the newborn occurs 1 to 4 hours after 
birth in the nursery or postpartum unit, and Phase 3 care 
ol the newbom occurs from 4 hours after birth until dis- 
charge (see Chapter 10). Breastfeeding is discussed in 
Chapter 11, 


EMERGENCY DELIVERY BY THE NURSE (WITHOUT 
A PHYSICIAN OR NURSE-MIDWIFE) 


Labor sometimes proceeds very rapidly; a physician or 
nurse-midwife may not be present, and the nurse may 
be the most qualified health professional present to 
deliver the newborn. This type of delivery is called 
а precipitate delivery and is most likely to occur in 
multiparous women, although it may also occur with 
oxytocin stimulation and with preterm newborns. 


JM DI 1k 
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The major nursing interventions in an emergency de- 
livery are to: 

* Remain calm and support the woman 

* Provide cleanliness 

* Control the birth of the baby 

Reassuring the woman with a calm, confident ap- 
proach lessens her fear and anxiety, This approach is 
helpful to the nurse as well. The nurse offers reassur- 
ance and clear instructions. 

In a rapid delivery, events often happen so quickly 
that sterility is not the priority. However, every effort 
should be made to use clean linen and supplies. 


sisting with an Emergency Birth 


Controlling ihe rapid birth of the baby's head is the 
most important thing the nurse can do in an emergency 
(precipitate) delivery. This is important to prevent ce- 
rebral damage to the baby and perineal lacerations to 
the mother. The mother should be encouraged to open 
her mouth and pant during the contractions to control 
her desire to push. Then, if possible, the nurse applies 
gentle pressure to the perineum and delivers the head 
between contractions. The rest of the baby's body 
usually follows with the next contraction. The nurse 
should make no attempt to hold the baby’s head back 
to prevent the birth (Skill 7-10). 


ЕВ 


as 


To prioritize care and prevent injury to the mother and 
newborn. 


Steps 

1, Get the emergency delivery tray ("precip tray"). 

2. Do not leave the woman if she exhibits any 
signs of imminent birth, such as grunting, 
bearing down, perineal bulging, or a statement 
that the baby is coming. Summon the 
experienced nurse with the call bell and try 
to remain calm, 

3. Put on gloves. Either clean or sterile is acceptable 
because no invasive procedures will be done, 
Gloves are used primarily to protect the nurse from 
secretions while supporting the infant. 


ao 


4. Support the infant's head and body as it emerges. 
Wipe secretions from the face. 

5. Use a bulb syringe to remove secretions from the 
‘mouth and nose, then clamp the cord in two places, 
and cut the cord between the clamps, 

6. Dry the infant quickly and wrap in blankets or place 
in skin-to-skin contact with the mother to maintain 
the infant's temperature, Cover both warmly. 

7. Observe the infant's color and respirations. The cry 
should be vigorous and the color pink (bluish hands 
and feet are acceptable), 

8. Observe for placental detachment and bleeding. After 
the placenta detaches, observe for a firm fundus. If the 
fundus is not firm, massage it. The infant can suckle at 
the mother’s breast to promote the release of oxytocin, 
which causes uterine contraction. 


* Nursing care focuses on establishing а healthy, 
open relationship between the couple and care 
providers. The nurse's goal should be to have 


‘emphasize the 

* The nurse is responsible for establishing an environment in 
Which the woman and her partner are treated with Kindness 
and respect, 

* Cultural considerations in nursing care include the way 
ain is expressed and the significance of modesty, The 
nurse should be aware of various cultural traditions and 
Integrate them with the care whenever possible. 


* The data collection for an Intrapartum admission Includes. 
taking a personal and obstetric history and a medical 
history, including a physical assessment of the woman and 
the fetus. 


* During the first stage of labor, the nurse concentrates 
оп the changing needs of the woman and the fetus, 


The support person is an important part of the 
team and is encouraged to participate in the 
woman's care. 

* The nurse plays а key role in the assessment of change 
through the latent, active, and transition phases of labor, 
He or she must implement care and evaluate its 
effectiveness in meeting the woman's needs throughout 
the anticipated changes of labor and birth, 


nurse provides continuous monitoring, support, and 
ty for the woman from the time she is in active labor 


са! cord. Response to medications such as epidural 
сап also alter the ЕНЕ and cause fetal distress. 
ous EFM during labor can detect changes in FHA 


Ponreassuring heart rate pattern may indicate fetal 

а and requires nursing interventions. 

оп nursing interventions for nonreassuring FHR 
include lateral positioning of the mother in bed. 


‘oxygen saturation monitoring was approved by the 
FDA to reduce the need for cesarean birth for the term fetus. 
anonroasauring FHA pattem. Ns use and value remain 


amniointusion is the infusion of warm normal salino or 
ge s lactate solution into the uterine cavity to decrease 


‘doula is a specially trained person hired by the family to 
provide support and coaching during labor, 
primary concern during the fourth stage of labor Is the 
‘ot hemorrhage. Other concerns include bladder 
‘distention, comfort, and safety. During this stage (the 
recovery period), the nurse can facilitate parent-newbom. 
attachment by providing skin-to-skin contact, Initiating 
breastfeeding, and making it possible for mother and infant 
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н Questions for the NCLEX 


Examination 


1. Awoman in her last trimester pregnancy asks, “How will 
1 know when | am in true labor?" The nurse provides а 
response based on the fact that true labor is characterized 
primarily by: 


2, The location of the strongest fetal heart tone depends on 
the fetal position because the heart tone із best heard 
‘over the: 

1. Fetal back 

2. Maternal fundus 
3. Fetal occiput 
4. Placenta 


з. When assessing ап FHA pattern, the nurse observes eariy 
decelerations. The most appropriate nursing action for 
early decelerations в to: 

1. Increase rate of intravenous fluids. 
2. Assist patient into side-Iying position. 
3. Administer oxygen ма face mask. 
4. Continue monitoring FHR pattern. 


4, The nurse is preparing в woman in labor for an. 
‘amnioinfusion, Which factor would be a contraindication 
to amniointusion? 

1. Oligohydramnios. 

2. Presence of meconium 

3. Vaginal bleeding 

4, Umbilical cord compression 


5. A newborn will receive vitamin Ki 
1. intramusculary in the midanterior thigh 
2. intramuscularly in tho deltoid 
3. Subcutaneously in the midanterior thigh. 
4. Subcutaneously in the abdomen 


в, Which of the following are signs of impending birth? 
(Select all that apply) 
1, Increasing frequency of contractions. 
2. Sitting оп one buttock 
3. Bulging of the perineum 
4, Making grunting sounds. 


7. When nonreassuring FHR patterns occur, which 
‘emergency intervention(s) would be undertaken? (Select 
ail that apply.) 

1. Stopping all intravenous fluids 

2. Administering oxygen 

3. Turning patient to side-lying position 
4. Notifying the health care provider 
5. Monitoring of intake and output 
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А patient ів G31102 at 40 weeks’ gestation in active labor 
‘and handling her contractions well, sitting on а labor ball, 
with her husband at her side. She is Э cm dilated. 100% 
‘effaced, and the fetus is in a —2 station. Her water suddenly 
breaks. 


1. What is the significance of the water breaking and 
the -2 station? 


2. What is your priority nursing action when the water 
breaks? 


3. What stage of labor is the patient in? 
4, What does 031102 mean? 


5. The vaginal fluid is slightly pale yellow and watery, What is. 
the significance of this? 


e What nursing interventions are needed at this time? 


t. Define key toms isted. 
2 Describe the factors that influence a women's comfort 
1. during labor. 
Explain the physical causes of pain during labor. 
€ Explain the role of endorphins in the body, 
Discuss three nongharmacclogi: pain control strategies. 


(Teme 
anesthesia lan- be- fi vc. . p. 153) 

blood patch (р, 155) 

cognitive stimulation (KÓG-ni-fiv sh. . A en p. 160) 
Eufaneous stimulation (k0-TA:n8-Us, p. 150) 

AMfleurage fol oe eh p.148) 


6, Review the potential otect of sedatives and narcotics on the 
newbom. 

7. Explain the advantages and imitations of pharmacologic 
methods of pain management. 

8. Outing the nursing responsibilities related to pharmacologic 
and nonphasmscologk: pain management during labor. 


endorphins (p. 148) 
epidural block (&p--DOC-rll, р. 153) 
gate control theory (p. 148) 
pudendal block of. Gedi ddl р. 182) 
‘sacral pressure - ud, p. 150) 


n 
Labor pains exist for a short time only, However, 
Within that short time, the discomfort progresses from. 
‘slightly unpleasant experience to intense sensations. 
To the woman in labor, discomfort or pain may seem 
endless, and she may wonder whether she can tolerate 
it To the nurse, the process of labor is a challenge. 
Armed with knowledge of the characteristics of pain 
Ín the various stages of labor, interventions for pain 
relief, comfort methods, and cultural responses to la- 
bor pain, the nurse is able to design a care plan to meet 
the specific needs of the woman in labor, Working with 
the woman, family, and other health professionals, the 
nurse can meet the challenges of making each labor 
and birth a safe and satisfying experience, 


STANDARDS OF PAIN MANAGEMENT 
The Joint Commission (TJC) recognizes the importance 
of pain control in all health care settings for all patients. 
Standards include: 
* Patients have the right to pain management. 
- Staff must competently assess and manage pain. 
* Policies should be in place to support prescrip- 
tion of pain medication. 
* Patients should be 
management. 
* Pain management extends past discharge. 


educated about pain 


THE UNIQUE PAIN OF LABOR 

Pain is universal How it is experienced is both 
personal and subjective. Childbirth pain differs from 
pain experienced in other conditions in the following 
wa! 

* Labor pain is part of the normal process, 
whereas pain at other times usually indicates ill- 
ness or injury. 

The sources of pain are known. The purpose of the 
muscle contraction helps in the birthing process, 
The woman has time for preparation. Knowledge 
and skills can be developed to manage the pain. 
The sensation is referred to as a contraction rather 
than a pain. 

The pain is known to be self-limiting. It is antic- 
ipated to last only hours, not days or weeks. 
Each contraction pain has a beginning, peak 
(or acme), and ending that can be anticipated 
to help the woman cope during the labor 
process. 

* The pain ends with the birth of a baby, 

Pain control during labor can be managed by non- 
pharmacologic (non-drug) or pharmacologic (drug) 
methods. General nonpharmacologic comfort mea- 
sures during labor, such as adjustment of the environ- 
ment, breathing techniques, or maternal positioning, 
are discussed in Chapter 5. 
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FACTORS THAT INFLUENCE LABOR PAIN 

Several factors cause pain during labor and influence 
theamount of pain а woman experiences. Other factors 
influence a woman's response to and ability to tolerate. 
ог cope with labor pain. 


Pain Threshold and Pain Tolerance 

‘Two terms are often used interchangeably to describe 
pain, although they have different meanings. Pain 
threshold, also called pain perception, is the least 
amount of sensation that а person perceives as pain- 
ful. Pain threshold is fairly constant, and it varies little 
under different conditions. Pain tolerance is the 
amount of pain one is willing to endure, Unlike the 
pain threshold, one's pain tolerance can change under 
different conditions, A primary nursing responsibility 
is to modify as many factors as possible so that the 
woman can safely tolerate the pain of labor and 
delivery. 


‘Sources of Pain During Labor 
Physical sources are the main contributors to pain dur- 
ing labor: 

* Dilation and stretching of the cervix (stimulates 
nerve ganglia) 

* Uterine contractions (decrease in blood supply to 
uterus causes ischemic uterine pain similar to 
ischemic heart pain) 

* Pressure and pulling of pelvic structures (ge- 
ments, fallopian tubes, and peritoneum) 

* Distention and stretching of the vagina and peri- 
neum (splitting and tearing sensation) 

* The intensity of labor contractions. 

* The length of time for cervical changes to occur 

* The size and position of the fetus, which add to 
the length of labor 

Other factors that contribute to the pain of labor 

include: 

* The mother’s fatigue and pain tolerance 

* Fear and anxiety: These result in muscle tension, 
which exaggerates the pain sensation of the labor 
contraction. 

* Cervical readiness: The mother's cervix normally 

joes changes that facilitate effacement and 
dilation in labor. If the cervix has not made these 
changes (ripening), more contractions are needed 
to cause effacement and dilation, 
Interventions of caregivers: Although they are 
intended to promote maternal and fetal safety, 
common interventions such as intravenous lines, 
fetal monitoring. amniotomy, or vaginal exami- 
nations can be a source of discomfort or pain in 
the laboring woman. 
Psychosocial factors: Culture influences how a 
woman reacts to pain during childbirth (see 
Table 7-1). 


GATE CONTROL THEORY 

‘The gate control theory of pain has application to labor 
and childbirth, According to the gate control theory, a 
gating mechanism occurs in the spinal cord, Pain sen- 
sations are transmitted from the periphery of the body 
along nerve pathways to the brain. Only a limited 
number of sensations can travel these pathways at 
‘one time, Distractions or focused activity can replace 
travel of pain sensation, When the activity fills the 
path, the gate is closed, and impulses are less likely 
to be transmitted to the brain, When the gate is open, 
pain impulses ascend to the brain. Similar gating 
mechanisms exist in the descending nerve fibers from 
the hypothalamus and cerebral cortex, These areas 
of the brain regulate a person's thoughts and emotions 
and con influence whether pain impulses reach the 
level of conscious awareness. cutaneous 
stimulation by a patterned massage of the abdomen, 
may have a direct effect on closing the gate. The gate 
control theory, by using descending and ascending 
neural pathways, helps explain the effectiveness of 
various types of focusing strategies taught in child- 
birth preparation classes, such as breathing, listening 
to music, verbal coaching, and effleurage. Acupunc- 
ture, extemal analgesics, and back massage provide 
relief because they help close the “gate” to the 
discomfort. 


CHEMICAL FACTORS 


Neuromodulators, also called endorphins or endoge- 
mous opiates, are protein chemicals found in the brain. 
They are produced by the anterior pituitary gland 
and the hypothalamus. They are natural opiate-like 
substances known to relieve pain. Endorphins (and 
enkephalins) are similar to morphine-like substances. 
They are believed to play a majar role in the biologic 
response to pain, They may be produced by stress 
and increase the pain threshold, thus helping the 
woman tolerate the pain of labor and birth. Endor- 
phins are believed to make the woman drowsy and 
sleepy. Studies have shown that the endorphin blood 
level in а woman during the birthing process is much 
higher than that of а nonpregnant woman. Women 
who have a positive attitude during labor and birth 
have more natural protection because of their body's 
ability to produce its own endorphin analgesia. 


NONPHARMACOLOGIC PAIN CONTROL STRATEGIES 


The United States is a multicultural society, and the 
nurse must understand the cultural traditions concern- 
ing expression of pain to provide culturally sensitive 
care and support, Fear, anxiety, and muscle tension 
increase catecholamine secretion and increase pain 
perception. All laboring women benefit from nurs- 
ing interventions that can relieve fear, tension, and 


к 
1. The nurse must empower the mother to use 

‘own method of dealing with pain. 
„Various nonpha measures for control of 


srmacologic 
pain are practiced (Box 8-1). Many of these tech- 
pre are гей tn. cU RS Ай 
include general support, imagery or visualiza- 
Жоп, distraction, changes in temperature, touch, com- 
measures, and baths (whirlpool if available). The 
"s role is to assist the woman in using the tech- 
she has learned during childbirth classes and 


discomfort, 
* This gives the woman practice in relaxation against pain, 
'* Technique is most effective if practices before labor. 


EFRLEURAGE. 
* The abdomen or oiner areas are massaged curing 


contractions: 
* Massage interfores with transmission of pain mpulses, but 
effectiveness 
effective. 
* Massaging in a specific pattem (such as circles or a figure 
eight) also provides distraction. 


OTHER MASSAGE 
* Massage of tha feet. hands, or shoulders often helps. 
relaxation. 
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to encourage support and participation of the partner 
ог coach (Figure 8-1). 


GENERAL COMFORT MEASURES 

General comfort can reduce stress and thus reduce 
pain. Also, comfort measures can encourage relaxa- 
Чоп. It is important to eliminate sources of noxious 
(offensive) stimuli whenever possible. The nurse can 
try to relieve thirst, sweating, and heat through com- 
fort measures, Providing ice chips and lollipops and 


ж Habituation may occur in any type of massage. Change Ine 
area massaged f it occurs. 
АСАМ PRESSURE. 

* Technique helps reduce the pain of back labor (see 


Figure 8-2). 

* Obtain the woman's input about the best positon. 
^ne pressure point a fraction of an inch or changing the 
amount of pressure may significantly improve 
'ellectveness. 


* Pressure may also be applied by tennis balls in a sack, a 
warmed plastic container of intravenous eokon, orotar | 
means. 


THERMAL STIMULATION 
т Technique stimulates temperature receptors that interfere 


* thor oat cr cold applications may be beneficial Examples 
are cool оки to the face and iow in à glove to the lower 
back. 


POSITIONING 
3 


. 
back labor. 

* Change positions about every ЗО to ВО minutes to fe 
pressure and muscle fatigue, 


[DIVERSION AND DISTRACTION 
* Technique increases mantal concentration on something 
besides the pain It may take many forms: 
** Focal point: concentrating on а specific object or 
‘other point 
` „ 
pleasant environment or Visualizing the cen opening. 
‘and the infant 
* Music: serves as a distraction or provides "while noise to 
созсуге environmental sounds 


‘HYDROTHERAPY 

* Water delvered by shower. tub, or wiwipool releves tred 
muscles and relaxes tne woman. 

* Моде stimulation by shower can increase. 
contraction because f stimulates the pituitary to. 
releases окоо. 
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FIGURE 8-1 The 


enough to understand the teaching. A, The nurse explains the electronic 


үзө can beat leach or support norpharmacologe pain со 
зог that shows Иле! tne асте of Ihe contraction has passed, we 


ч during the tent phage of abor, when the woman is comfortable 


Ine partner massages the back and shoulders ofthe laboring women. В, The woman walk during олу labor aiv leans on her partner during 
в contraction. ©, The woman assumes à hnao-chost position to ease the pai of "back abor" caused Dy û fatai осол portero: presentation 


repositioning the woman or adjusting the monitoring 
belts may provide relief, 


COGNITIVE STIMULATION 
Several cognitive stimulation methods (mental stimula- 
tion) of pain control may be tried. Imagery (imagining 
а pleasant experience) can help the woman by serving 
as a distraction from the painful stimuli. Using a focal 
point or focusing on breathing patterns or a spot on the 
wall may help the woman block out painful sensations. 
This behavior requires her active participation 


CUTANEOUS STIMULATION 
Cutaneous stimulation, involving touching, rubbing, or 
massaging (back or shoulders), often decreases dis- 
comfort. Counter-pressure—a variation with the palm, 
closed fist, or firm object pressed at the point of back 
pain (sacral pressure)—is often helpful (Figure 8-2). 
Rhythmic stroking and massage of the abdomen 
(effleurage) during a contraction can also lessen dis- 
comfort (see Figure 5-13 and Chapter 21). Note that 
some women do not like to be touched. 


THERMAL STIMULATION 
During early labor, women may find a warm bath or 
shower relaxing. A cool, damp cloth applied to the 
forehead is especially comforting to some women in 
the later phases of labor. Hot or cold towels applied 


FIGURE 3-2 Sacra! pressure аре by tne parer d калу labor 


to the back may be effective, or the use of a shower 
or a disposable bottle filled with warm water can be 
used to provide warmth and mild pressure to the back. 


BREATHING TECHNIQUES 

Breathing techniques change the focus during the con- 
traction. There is no right or wrong breathing pattern, 
but rather the woman should use what she feels com- 
fortable with (see Chapter 5). Breathing techniques сап. 
be taught to the unprepared woman while she is in 
labor (ideally during early labor). The nurse evaluates 
the breathing techniques used by the laboring woman. 


И the woman has attended prenatal classes, she 
Il need continued support in achieving relaxation 
her voluntary muscles, The most effective teaching 
‚ше, once labor has begun, is between contractions 
E during the first stage of labor. 


E a wpe ees ви 


to be safe, is without known side effects, 
‘and has positive physical and psychological outcomes. 
‘With hypnosis, the woman retains a feeling of control. 
‘The nurse can optimize the woman's hypnosis experi- 
‘ence by understanding how his or her role in the labor 
oom may be modified. Hypnosis is a technique that 
the mother may select during pregnancy; she is usually 
‘Bained in self-hypnosis that can be used during 
Tabor, In the labor room, the nurse may help trigger 
Apnoe by using specific suggestions or playing 
‘specific audiotapes provided by the woman. The labor 
ure must not interrupt the woman during a con- 
fraction when the woman is using self-hypnosis 
techniques. Characteristic signs of progression in 
labor may not be evident in a patient under hypnosis; 
therefore, careful observation and documentation 
toncerning the progress of labor are essential. 


PHARMACOLOGIC PAIN CONTROL STRATEGIES 
PHYSIOLOGY OF PREGNANCY AND ITS 
RELATIONSHIP TO ANALGESIA AND ANESTHESIA 


pet factors in the physiology of pregnancy affect 
рер woman's response to analgesia and 


. Here pregnant woman is at increased risk lor hy- 
poxia caused by the pressure of the enlarging 
‘uterus on the 

* The sluggish gastrointestinal tract ofthe pregnant. 
отыл cam өш a ican ik foe vom 
and aspiration. 

* Aortocaval compression, also known as vena cana 
syndrome (pressure on the abdominal aorta by the 
heavy uterus when the woman is in a supine 
position), increases the risk of hypotension and 
the development of shock. 

* The effect on the fetus must be considered. 

See the effects of pregnancy on drug metabolism in 

Chapter 4, 


ADVANTAGES OF PHARMACOLOGIC METHODS 
The use of drugs for reducing pain during labor ean 
help the woman be a more active participant in the 
birth process. They help her relax and work with the 
contractions. Drugs do not usually relieve all pain 
and pressure sensations. 
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The pain of labor may cause а “stress response" 

the mother that results in an increase in autonom 
activity, a release of catecholamines, and а decreai 
in platelet perfusion. This stress response results in f 
tal acidosis. The pain can also cause maternal hype 
ventilation and lead to respiratory alkalosis, then 
compensating metabolic acidosis (Box 8-2). Metabol 
acidosis in the woman results in fetal acidosis, whit 
сап compromise the fetus's health, Therefore, appr 
priate pain relief during labor can play an importa 
role in the positive outcome of pregnancy for moth. 
and infant 


LIMITATIONS OF PHARMACOLOGIC METHODS 


Pharmacologic methods are effective, but they do hay 
limits. One important limitation is that two persons à 
medicated: the mother and her fetus. Any drug give 
to the mother can affect the fetus, and the effects mz 
be prolonged in the infant long after birth. The drt 
may directly or indirectly affect the fetus because з 
effects the drug(s) produce in the mother (such | 
hypotension). 

Several pharmacologic methods may slow labor 
progress if used early in labor. Some complication 
during pregnancy limit the pharmacologic methoc 
that can be safely used during labor, For example, 
method that requires the infusion of large amoun 
of intravenous fluids might overload the woman 
circulation if she has a heart disease. If she takes oth 
medications (legal or illicit) they may interact adverse 
with the drugs used to relieve labor pain, 

Physical factors can influence the intensity an 
duration of pain that the woman experiences durir 
labor. At times, nonpharmacologic methods of pai 
relief need to be combined with pharmacologic mar 
agement, The nurse should provide support to th 
woman, who is ultimately responsible for choosin 
the method of pain control. The nurse can ea 
the woman that pharmacologic methods are accep 
able and safe when they are given and monitored i 
necessary, The decision to prescribe and administ 


weren 
= Hoi rezin for a few seconds belore exnaing 
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drugs during labor must be carefully weighed because 
of the effects on the newborn. Dosage and time of 
administration must be calculated to avoid having 
the baby born with respiratory depression. Because 
the fetus cannot metabolize the drugs as quickly as 
the mother, the fetal response may be intense and last 
much longer (Box 8-3). 

Before medication is administered, baseline assess- 
ments of maternal vital signs, fetal heart rate (FHR) 
patterns, known allergies, and last oral intake should 
be documented. During the first stage of labor, admin- 
istration of drugs may affect the progress of labor. If an 
analgesic is given too soon during the latent phase, it 
may slow down the labor. Labor should be well estab- 
lished, with a cervical dilation of 4 cm (active labor) 
before the woman receives pain medication. As labor 
progresses, some women may need medication to help 
them relax. It is important to record the time and 
amount given, the woman's vital signs, and the FHR. 

Various forms of pain medication can be used in 
labor; herbal pain remedies may also be used in some 
cultures to reduce pain. When designing her bisth 
plan, it is best for the woman to discuss the options 
during early labor (see Chapter 5). Analgesics during 
labor may reduice the hormonal and stress response 
to the pain of labor and be especially advantageous 
to the obese or hypertensive woman. 


ANALGESIA 


Parenteral opioids can reduce gastric emptying, 
thus increasing the risk of aspiration if food or fluids 
are in the stomach. Careful monitoring of vital signs 
and FHR is essential when these analgesics are used. 
Injections should be given at the beginning of а 


Factors That Influence Choice for Labor 
* The woman's preference for pair relier should be 
considered 


О . 


bleeding.) 
7 ا ا‎ 
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‘depression, 

* Women with в history of substances abuse have fewer 
‘safe choices for pain relief, 

* Drugs cross the placenta and may causa neonatal 
respiratory depression. 


contraction so that little of the drug will go to 

placenta for transfer to the fetus. By the end of 

contraction, much of the medication will have f 

transported to maternal tissues, and effect on the 

tus will be minimized. Analgesics used to reduce 
perception of pain in labor include the following: 

* Meperidine (Demerol) is a common intravenous op 
that is sometimes used during labor. It has а rë 
onset and a 50-minute peak of action. Ideally, b 
should occur more than 2 hours after administra? 
of opioids so that the newbom will not have cen 
nervous system (CNS) depression that will regi 
resuscitation. tory depression in the newb: 
may last up to 3 days and, for this reason, this di 
is not the drug of choice during labor, Maternal 
sponses may include hypotension, sedation, naus 
and pruritus (itching). Decreased FHR and variabil 
can occur. 

* Sublimaze (Fentanyl) is а rapid onset, shortacti 
opioid agonist that lasts approximately 1 to 2 hou 
Respiratory depression can occur, This drug is oft 
used in combination with regional anesthesia. 

* Butorphanol (Stadol) and nalbuphine (Nuba) а 
combination opioid agonist-antagonist drugs th 
relieve pain and nausea and have а short duratic 
of action, These medications must not be given 
women with drug dependence because à wit 
drawal response may be precipitated in both moth 
and newborn (London, Ladewig, Ball, & Bindle 
2000). 

+ Naloxone (Narcan) is used to relieve maternal itehin 
(pruritus) that commonly occurs as a side effect t 
epidural anesthesia. Naloxone is also used as a 
adjunct to oxygenation, ventilation, and gentle stim 
ulation in the treatment of newborn respirator 
depression. Opioids may remain in the system o 
the newborn for several days and cause temporary 
alterations in meurobehavioral of fh 
newborn (London, Ladewig, Ball, & Bindler, 2006) 
Naloxone may cause withdrawal symptoms ir 
women withahistoryofilicitdruguise, and symptoms 
may persist in the newborn. 


Sedatives such as phenobarbital do not produce relief of 
pain, Sedatives may relieve anxiety and nausea, but they 
cross the placenta, affect the fetus, and usually have no 
antagonists (reversing agent) to assist the newborn who 
may have respiratory d Sedatives may inhibit 
the mother's ability to cope with the pain of labor and 
therefore are not usually used during active labor. 


ADJUNCTIVE DRUGS 

Phenothiazine medications such as promethazine (Phe- 
mergan) or hydroxyzine (Vistar) can control nausea 
and anxiety and may reduce narcotic requirements 
during labor. These drugs do not relieve pain and 


эге used in conjunction with opioids. Vistaril cannot be 
Riven intravenously. 

Benzodiazepine drugs such as diazepam (Valium) 
эге rarely used in obstetrics because of their 
‘effects. Flumazenil is a benzodiazepine antagonist that 
‘ean help reverse maternal drug-induced sedation and 
ventilatory depression. Adjunctive drugs such asdiphen- 
umi? (Benadryl) may be given to relieve pruritus. 


ANESTHESIA 

Anesthesia is the partial or complete loss of sensation 

with or without loss of consciousness. Two types of 

Bnesthesia used in labor care are regional blocks and 
ral anesthesia. The most commonly used regional 
ks are listed in Table 8-1, 
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Regional Anesthesia 

With regional anesthesia, the woman is able to partic- 
ipate in the birth and retains her protective airway 
reflexes, both of which are advantages. The injection 
sites of regional anesthetics are shown in Figure 8-3. 
The pudendal block is given when the woman is ready 
for delivery. It anesthetizes the lower vagina and part 
of the perineum (Figure 8-4) 

In an epidural block, the anesthetic is injected into 
the epidural space, which is located inside the verte- 
bral column surrounding the dural sac in the lumbar 
region of the spine. An epidural block can be given 
during the first and second stages of labor. A spinal 
subarachnoid block is commonly used for cesarean 
births. Frequent monitoring of maternal vital signs 
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FIGURE 8-3 injcton ates of region anesthetic. 


* 


Pudendal narve 


Node guide ("trumpet") 
FIGURE 8-4 Pudenc block provides local anastasia that is adequate. 
for an episiotomy and use of low forceps. 


and FHR is important, and it is significant to observe 
the level of anesthesia (Figure 8-5). 

‘The use of epidural and intrathecal opioids without 
an anesthetic agent allows the woman to sense the con- 
tractions without feeling pain; in addition, the ability to 


voluntarily bear down during the second stage of labor 
is not lost. This modification may also be helpful in 
postoperative cesarean birth pain relief because motor 
ability is not lost, A “walking epidural" is achieved with 
lower dosages of the anesthetic agent, This is known as 
а spinal epidural or coaxial technique. A single dose of a 
long-acting opioid before the epidural catheter is re- 
moved after delivery can provide the woman with 
long-acting pain relief for approximately 24 hours. 


Contraindications to Epidural and Subarachnoid 
Blocks. Because hypotension is a common side effect 
of epidural and subarachnoid blocks, а woman who 
has hypovolemia (such ав hemorrhage) would have 
difficulty maintaining blood pressure and adequate 
uteroplacental perfusion. Anticoagulant therapy or a 
blood-clotting disorder may lead to the formation of 
а hematoma at the injection site with serious conse- 
quences. As with other medications, allergy or infection 
at the injection site would also be a contraindication to 
epidural and spinal analgesia, 


Level of anesthesia for cosarean birth 


FIGURE 8-5 Levels of anesthesia for ecidural and subarachnoid blocks 


‘Side Effects of Regional Anesthesia and the Nursing 
Role. The nurse should witness that informed consent 
жаз obtained for the administration of regional anes- 
{thesia and clarify information with the woman and 
ber partner. The woman's bladder is emptied, and 
the nurse assists with positioning during the adminis- 
fration procedure. Hypotension is a common side 
fect of regional anesthesia, so frequent monitoring 
‘of blood pressure is required. Hypotension can de- 
Grease uteroplacental blood perfusion; therefore, close 
monitoring of fetal heart patterns is also essential. 
Intravenous fluids may be prescribed to prevent or 
freat dehydration. Ringer's lactate solution or normal 
‘saline is most often used because a glucose-containing 
Solution causes the fetus to increase insulin produc- 
боп, which can result in hypoglycemia after birth. 
Glucose also causes an increase in kidney excretion 
of urine, and, because the woman cannot sense the 
urge to void, the nurse must be observant for а dis- 
tended bladder and maintain an accurate intake and 
‘output: Because sensation is altered, position changes 
‘Should be initiated by the nurse to preserve skin 
integrity. The upright position should be included 
in position changes, Itching is a common side effect 
©! regional anesthesia and can be managed with 
A variety of comfort measures. 

Ш an intramuscular medication is ordered for а 
woman receiving regional anesthesia, the upper arm 
(deltoid) site is preferred because of the predictable 
absorption rate (Bricker & Lavender, 2002). The second 
stage of labor may be prolonged when epidural anes- 
thesia is used, but recent research has notshown any ill 
effects (Bowes & Thorp, 2004). 

Toxicity with local anesthetics is a rare occurrence, 
but the nurse must be alert for symptoms such as dis- 
brientation, ringing in the ears, twitching, and convul- 
sions, Hi Ча is a common side effect after birth 
because of vasodilation and radiant heat loss. The 
тоот should be kept warm, wet linen removed, and 
the woman covered with warm blankets after deliv- 
ery. A headache may occur after а spinal block 
because of cerebrospinal fluid leakage site of 
puncture, A blood patch often provides dramatic relief 
(Figure 8-6). In a blood patch, 10 to 15 mL of the 
woman's blood is injected into the epidural space to 
seal the dural puncture. The woman should be 
advised to avoid straining during bowel movements 
or coughing for a few days after a blood patch proce- 
dure, Bed rest in a flat position and intravenous fluids 
relieve the postspinal headache that may occur in the 
postpartum period, 

Headaches do not occur with epidural blocks 
because the dura mater of the spinal canal has not been 
penetrated and there is no leakage of spinal fluid. 
‘Therefore, lying flat after birth is not necessary when 
an epidural has been used, 
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FIGURE 8-8 Blood pateh for rei cf «улу neadacna 


General Anesthesia 

General anesthesia is rarely given for vaginal births. 
It is sometimes used in an emergency cesarean birth 
when the woman is not a good candidate for the spinal 
block. It relieves pain through the loss of conscious- 
ness, General anesthesia puts the woman at risk for 
regurgitation and aspiration of gastric contents, The 
gastric contents are highly acidic and can produce 
chemical pneumonitis if aspirated. Administering 
drugs to raise the gastric pH and make secretions less 
acidic reduces the risk of lung injury if aspiration 
occurs, General anesthesia crosses the placental 
barrier, and the fetus will be under its effects at birth, 
making resuscitation and establishment of initial respi- 
ration a challenge. In the postpartum period, the effects 
of general anesthesia may cause the uterus to relax 
Close observation and nursing intervention are neces- 
sary to prevent postpartum hemorrhage, 


THE NURSE'S ROLE IN PHARMACOLOGIC 
TECHNIQUES 


The nurse's responsibility in pharmacologic pain man- 
agement begins at admission (Nursing Care Plan 8-1), 
The woman should be closely questioned about allergy 
to foods, drugs (including dental anesthetics), or latex 
to identify pain relict measures that may not be advis- 
able, She should be questioned about her preferences 
for pain relief. Factors that may affect the choice of pain 
relief should be noted, such as back surgery, infection 
in the area where an epidural block would be injected, 
ог blood pressure abnormalities 

For safety reasons, the nurse keeps the side rails ир 
оп the bed if the woman is given medications for pain 
relief, Narcotics may cause drowsiness or dizziness, 
Regional anesthetics reduce sensation and movement 


A woman in the labor unit is in active labor and is 4 cm dilated. She states her contractions are very painful and asks how she 
‘can get some pain relief. 


Selected Nursing Diagnosis 
Acute pain related to labor and delivery process 


Expected Outcomes Nursing Interventions. 


Patient will be able to 
San prd 
conta 

С tions 
he wou lid юам. 


Patient will 
тейе! obtained from 
labor pain by the use 
of childbirth 
techniques learned 
and/or contort 
measures, analgesics, 
and anesthetics given, 


Patient will have 


Rationales 


Assess current knowledge of obstetric 
pain control measures. 

Assess whether patient attended 
childbirth classes: if yes, determine the 
childbirth techniques taught. 


Provide positive reinforcement and 
‘encouragement to patient and support 
persons as they apply 
onpharmacoogi techniques learned 
in childbirth classes. Assist with 
techniques as necessary, 

Assess anxiety level and implement 
measures to reduce anxiety as needed, 


Provide teaching between uterine 
Tech Patent palî control options 
cont 
vale. giving the pros and cons 
of 
Initiate teaching and reinforcement of 
попрћа le comfort measures 
thar can be шей during labor ended 
(eg. use of focal point, visual imagery, 
D alen 


breathing, and techniques). 
Assit wl implementation of tese 
measures as needed. 

Provide massage or counter pressus or 
help patient find position о maximum 
comfort- ait 


i nandi iat 
2 — 


f patient is considering an epidural, 
P руне бету 
‘obtained before administration ot 
narcotics, 

Амен for nonverbal signa of Ineffective 
coping with pain and offer pain 
medications and/or epidural 
anesthesia. 

Administer pain medications as ordered 
and assist with epidural placement. 


Provide comfort measures (Ice chips, 
DO EID 
patient informed of progress made 
after each vaginal examination, 


Inform patient when uterine contractions 
reach peak intensity (acme). 


Critical Thinking Questions 
1. A woman is in the early first stage of labor and states she is afraid she will not be able to tolerate the pain of labor and asks 
for medication to “keep the pain level low.” What nonpharmacologic comfort measures can vou suggest? 


Allows the nurse to develop am individualized 
teaching plan for the patient. 

Provides necessary information во the nurse can 
reinforce psychoprophylactic methods of coping or 
Initiate ‘of nonpharmacologic comfort 
measures that can be used during stages of labor. 

Positive reinforcement and encouragement provide 
the patient and person a sense of control 
petere laria 


Allows for early intervention to decrease anxiety 

C 
ition of pain, decrease ability to tolerate. 

[үч ‘comprehension of verbal instruction. 

The patient is more attentive and can better 
internalize information when not in pain. 

Providing information allows the patient to make 
informed decisions regarding pain control 


These. acologic comfort measures work by 

preci diri ura alea слата? 
According to the үш control theory орай, only a 
limited number of sensations can travel along 
neural pathways at any one time, so when activities 
^i the pathway, pain is inhibited. 


positions and using counter-prossure may 

help alleviate discomfort caused by pressure of 
presenting paris on bony structures, ligaments, or 
issues, Massage helps relieve muscle tension and 
provide a diversion to inhibit pain sensations 

The patient will have to walt several hours to sign an 

lural consent if narcotics are given before the 

request for an epidural. 


Some patients hesitate to make requests even when 
they would like pharmacologic interventions, It is 
common for women in many cultures not to 
request assistance, 

Pharmacologic intervention may be needed to alleviate. 
discomfort when methods of 
pain conirol are perceived to be ineffective, 

Enhances patient's comfort level. 


pon peepee е 

encour 0 is 

and thatthe discomfort will not last forever, 

Knowledge that a uterine contraction has reached 
peuk intensity often promotes relaxation, which 
reduces muscle tension and pain sensations. 


бо varying degrees, and therefore the woman may have 
less control over her body. 

| тһе nurse reinforces the explanations given by the 
‘anesthesia clinician regarding the procedures and the 
expected effects of the selected pain management 
‘method. Women often receive these explanations 
when they are very uncomfortable and do not remem- 
ber everything they were told. The woman is helped to 
assume and hold the position for the epidural or sub- 
arachnoid block. The nurse tells the anesthesia clini- 
flan when the woman has a contraction because it 
might prevent her from holding still. The anesthetic 
drug is usually injected between contractions, 

The woman is observed for hypotension if an epidu- 
fal or subarachnoid block is given. Hospital protocols 
Fary, but blood pressure is measured every 5 minutes 
Aiter the block begins (and with each reinjection) until 
her blood pressure has returned to baseline and is 
table. An automatic blood pressure monitor is often 
used. Some facilities add a pulse oximeter to moni- 
tor oxygen saturation. At the same fime, the nurse 
‘Observes the fetal monitor for signs associated with 
fetal compromise (see Chapter 7) because maternal 
hypotension can reduce placental blood flow. 


AWHONN practice gudelines suggest assessing maternal 


blood pressure and FHA O5 minutes after regional analge- 
жа, such as epidural medication, is adimrrtered. 


The epidural block is given during labor and may re- 
duce the mother's sensation of rectal pressure. The 
fhurse coaches her about the right time to start and stop 
pushing with each contraction if needed. The nurse also. 
observes for signs of imminent birth, such as increased 
bloody show and perineal bulging, because the woman 
may not be able to feel the sensations clearly. 

Nursing responsibilities related to general anesthe- 
sia include assessment and documentation of oral in- 
lake and administration of medications to reduce 
gastric acidity. The woman should be told that all prep- 
trations or surgery wil be performed before she aput 
to sleep. The nurse should reassure her that she will be 
asleep before any incision is made. Having a familiar 
nurse in the operating room full of new people may 
be reassuring to the woman before surgery. 


Management al Pain During Labor CHAPTER В т 


‘Admission Assessments _ _ __ — 
The folowing are important admission assessments roated 10 
pharmacologic pain management: last oral intake (ime and 
ype), adverse or alergic reactions to drugs especialy dental an- 
esthetics), other mecicatons taken, any food allergies or latok al- 
жду. medical or surgical history, and personal preferences, 


The woman who has received a general anesthetic is 
usually awake enough to move from the operating 
table to her bed after surgery. Her respiratory status 
is observed every 15 minutes for 1 to 2 hours. A pulse 
oximeter provides constant information about her 
blood oxygen level. She is given oxygen by facemask 
ог other means until she is fully awake. Her uterine 
fundus and vaginal bleeding are observed as for any 
other postpartum woman. Her urinary output from 
the indwelling catheter should be observed for quan- 
tity and color at least hourly for 4 hours. 

If the woman receives narcotic drugs, the nurse 
observes her respiratory rate for depression. Because 
respiratory depression is more likely to occur in the 
neonate than in the mother, the neonate is closely 
observed after birth, Narcotic effects in the infant 
may persist longer than in an adult. The nurse has 
naloxone on hand in case it is needed to reverse 
respiratory depression in the mother or neonate. 

The nurse observes the woman for late-appearing 
respiratory depression and excessive sedation if she 
received epidural narcotics after a cesarean birth. This 
may be up to 24 hours after administration, depending, 
on the drug given. The woman's vital signs are moni- 
tored hourly, and a pulse oximeter may be applied 
Facilities often use a scale to assess for sedation so that 
all caregivers use the same criteria for assessment and 
documentation, For example, landmarks can be used 
to measure where sensory levels begin and end. An 
alcohol prep pad can be used to determine sensation 
levels on the skin. U the woman reports numbness of 
the chest, tongue, от face or has difficulty taking a full 
breath, the anesthesia level may be too high. These 
symptoms should be reported immediately to the 
health care provider. Additional analgesics are given 
cautiously and strictly as ordered. If mild analgesics 
do not relieve the pain, the health care provider is 
contacted for additional orders. 


* Childbirth pain is unique because it is normal and. 
anticipated, Women prepare for it by going to classes for 
childbirth education, 

* The gate control тоогу is the basis for many 
nonpharmacologic pain rehe! techmques. 


commonly used during labor, 
* Relaxation and the use of controlled breathing can 
reduce the amount of analgesia necessary, 
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* The use of opioid agonist-antagonist medications In a. 
withdrawal 


naloxone, naloxone shouid ba edly meti for ро newborn 


. Ve t oregona ниек bli T or 
ability to participate in the birth and retention of protective 
airway reflexes, 


‘Go to your Study Guide on page 487 tor additonal Review Questions 
NCLEX* Examination, Critical Thinking Clinica! Situations, ana other 
earning activites to help you mastor i chapter content 


@volve Go to your Evolve webs оће вог comet 
тайт) for the following FREE learning resources: 


* Animations 
‘Answer Guidelines tor Creal Thinking Questions 
ee and Ralinaies tor Review Questions forthe HH 
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Resources. 
www asap олуз\у2003095 115. hmi. 
КЛ 
wen chidbmarg 
aaa org 
* wiwiperentstáges com. 
* wwwihaolicomrmission org 


Review Questions for the NCLEX" Examination 


1. Protein chemicals produced by the anterior pituitary gland 
and the hypothalamus that are similar to morphine-like. 
‘substances and are believed to play а major role in the 
biologic response to pain are called; 


2 А woman in labor is imagining a pleasant experience to. 
һер distract her from pain, This method of distraction is 


3. Advantages of pharmacologic pain control methods 
Include: (Select all that apply.) 


1 3 


Thay pride real ot i pa end stale eee 
3, They assist with relaxation, 
4. They promote the woman to work with contractions. 


4. A patient in the Labor and Birth received 
‘epidural anesthesia during the delivery of her son. If the 
patient reports pruritus of her arms, trunk, and logs, the 
‘nurse would expect the health care provider to prescribe: 


folowing is an example of the application of the gate 
control theory of pain control? (Select ali that apply.) 
1. Controlled breathing 

2. Listening to music: 

3. Effleurage. 

4. Release of endorphins 

5. Hypnosis 


1. You are assigned to a woman Who is In early labor with her. 
first baby, and she is asking for pain medication. You 
discover that she did not attend childbirth preparation 
classes. but she is concerned about having a healthy 
baby. How would you help her? 


Т. Deine key terms listed. 
`2. Describe four important neonatal adaptations to 
extrauterine We. 
3: Explain how fld In the lungs is replaced with air. 
4. Relato how the neonate's pulmonary circulation is 
established, 
|B: Ditferontiate between the three fetal circulatory shunts. 
Including thelr reasons for closure, 
JB. Recall the location of brown fat and how itis used in infant 
heat production 
7. Explain three reasons that the newborn should not be 
allowed to chil or experience cold stress. 


Key Terms 
‘Berocyanosis (akto sre-nosis, р, 171) 

brown adipose tissue (BAT) (AD-i-00s, p. 167) 
gold stress (p. 160) 

‘conduction (p. 165) 

&onvection (p. 165) 

‘cutis marmorata (kutis marmo-rata, р, 171) 
esquamation (jes'kwe-mashen, p. 171) 
ductus arteriosus ip. 162) 

luctus venosus (р. 162) 

Epstein's pearls (p. 171) 

‘erythema toxicum be- hene. 171) 
‘evaporation (2. 165) 

lontanelles dente. o p. 170) 

foramen ovale (р. 181) 


'B. Explain four ways to prevent heat loss in the 
newbom. 

9. Recognize the normal range of neonatal vital signi. 

10, Describe the assessment of the anterior and posterior 
fontanoles, 

11. Differentiate among molding, cephalohematoma, and 
Caput succedaneum, 

12. Review key physical and behaviors! assessments of the 
newborn, 

13. Discuss normal newborn гебехөв. 

14, State the purpose of nowbor screening tests. 


forceps marks (р. 172) 

functional residual capacity (FRC) (p. 161) 
Harlequin color change (р. 172) 

milia (тенә, p. 172) 

millarla (mie-are-o. p. 169) 

molding (p. 170) 

Mongolian spots (p. 172) 

тем тем. p. 172) 

nonshivering thermogenesis (hér-mé-JÉN-&s Is, р, 167) 
opisthotonos (;ps-tnore-nes, p. 167) 

port-wine stain (p. 172) 

radiation (p. 167) 

surfactant (sür-FAK-thnt, p. 160) 
thermoregulation (néc-mó-RÉG-0-LÀ«shün, р. 162) 


ADJUSTMENT TO EXTRAUTERINE LIFE 


In adapting to life outside of the uterus, the newborn 
infant must master thermoregulation, metabolic 
homeostasis, and respiratory gas exchange and con- 
‘vert from fetal to neonatal circulation pathways. These 
major transitions occur at a time when the infant must 
also respond to gestational and birth traumas. An 
understanding of the newborn's normal adaptation. 
to extrauterine life will enable the nurse to prioritize 
assessments and nursing interventions and recognize 
deviations. 


To live independently from the mother, the newborn 
mustimmediately establish pulmonary ventilation—that 
is, breathe on his or her own. The newborn must adapt to 
do the following: 

* Quickly breathe and maintain respiration rate 

* Replace fluid in the lungs with air 

* Open up the pulmonary circulation and close the 

fetal shunts 

* Allow pulmonary blood flow to increase and 

cardiac output (blood volume) to be redistributed 

* Provide energy to maintain body temperature 

and support metabolic processes 
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* Dispose of waste products produced by food 
absorption and metabolic processes 

- Detoxify substances entering from the external 
environment 


RESPIRATORY AND CIRCULATORY FUNCTION 
The respiratory and cardiovascular systems are re- 
quired to quickly adapt to life outside of the uterus. 
When the cord is clamped, the placental circulation 
is immediately cut off. The changes that occur in the 
lungs are described in the following sections. 


Preparatory Events to Breathing 

In utero, the fetus’s lungs are filled with fluid. This 
fluid is a combination of secretions of the alveolar cells. 
of the lungs and some amniotic fluid. At birth, air must 
replace this fluid. 

‘Surfactant, a phospholipid, is produced by the ma- 
ture Jungs in a term fetus. It reduces the force between 
the moist surfaces of the alveoli, thereby preventing 
them from collapsing with each expiration and thus 

lung expansion, Also, surfactant 
lung compliance (the lung's ability to easily fill with 
Air). This action is important because, when the new- 
born begins to breathe, less effort will be required to 
continue and maintain breathing, reducing the chance 
that atelectasis (collapsed alveoli of the lung) will occur, 


Onset of Breathing 

For the neonate's life to be maintained outside of the 
uterus, the lungs must function immediately after 
birth. Pulmonary ventilation must be quickly estab- 
lished through lung expansion. The first breath of the 
healthy term infant occurs within seconds after birth; 
by 30 seconds, the neonate usually is breathing quite 
well on his or her own. Many powerful stimuli send 


messages to the respiratory center of the neonate's brain 
(Figure 9-1). These stimuli can be divided into four 
categories: sensory, chemical, thermal, and mechanical. 
The sensory stimuli that help respirations begin as 
the neonate emerges from the dark warmth of the 
uterus to the external environment are cold, touch, 
movement, light, and sound. Skin sensors are stimu- 
lated by tactile drying, wrapping the neonate in warm 
blankets, and skin-to-skin contact. Clamping the um- 
Ыйса! cord is а powerful chemical stimulus. The new- 
born experiences a temporary hypoxia when the 
placental blood flow is stopped due to the clamping 
of the cord. A decreased blood oxygen level (Pos) 
and an increased blood carbon dioxide level (Peon), 
along with a decreased pH, occur. Acidosis results, 
which activates the respiratory center in the medulla 
of the brain to initiate respirations. 
Atbirth, the newborn must make an adjustment from 
à warm environment (in utero) to а much cooler one; 
This temperature change is a major thermal stimulus 
torespirations. Excessive cooling (cold stress), however, 
will increase the need for oxygen and can produce acido- 
sis. A lack of oxygen (hypoxia) at the tissue level will 
depress respirations rather than stimulate them. Because 
of this, it is very important to keep the infant warm, 
The important mechanical stimuli are chest com- 
pression and recoil, which cause air to be drawn into 
and out of the lungs, The chest is compressed as it 
passes through the birth canal and recoils or expands 
as it leaves the mother's body, 


Changing trom Fluid-Filled to Air-Filled Lungs 

à normal vaginal birth, the infant's head is de- 
livered first, then the chest. The chest area, made up of 
cartilage and bones, is squeezed or compressed, pro- 
moting drainage of fluid from the lungs. Before the 


FIGURE 9-1 intemal causes of ne Каноп of respirations are lie chemies! changes that take place at bith. External causas of respirations include 
ee thera, ала mechanical Factors 


‘is delivered, almost half of the fluid is forced 


pressure that is maintained throughout life. 
The infant who lelivered by cesarean birth does. 
experience chest compression followed by chest re- 
Land thus is at greater risk for respiratory distress. 
ver, there are other mechanisms by which the 
are eared besides his "vaginal squeeze "Soma 
fluid is absorbed by the lymphatic vessels, and 
rest of the fluid is removed by the pulmonary 
If the fluid is not removed, the infant will 


left in the alveoli of the lungs, which allows them 
Stay partially open during expiration. Surfactant 
lung expansion and the ability of the alveoli 

{ill with air, With the establishment of FRC, the sec- 

‘od, third, and subsequent breaths do not require as 
Büch pressure; with each breath, respiration becomes. 


ез Not Adapt 
f Qvernead radiant warmi with warm blankets. 
* Hosted, humiditied oxygen 
Suction and sterle suction catheters (size 8 F for preterm and 
| IOF foc torm newborns) 
+ Wal suction set for 40 to 80 mm Hg 
* Ventlation bag Wt prossuro release valve and manometer 
* intubation equipment, including laryngoscope blades (sie O 
for preterm and 1 lor term newb) 
Endotracheal tubes 


— — 


. 
* Oxygen mask with manual bag compressor 
tape 


The normal newborn respiratory rate is 30 to 60 
breaths/minute, The normal newbom's breathing 
pattern includes 5- to 15-second pauses, called periodic 
breathing, and is normal. Cessation of breathing for 
‘more than 20 seconds is called apnea and is abnormal, 
The newborn breathes through the nose, and any nasal 
obstruction can cause respiratory distress because the 
newbom will not typically breathe through the mouth. 


Closing Down the Fetal Structures (Shunts) 

During fetal life, most of the blood flow bypasses the 
nonfunctional lungs and liver. A small percentage of 
blood goes to the lungs to perfuse the tissues. After 
birth, the neonate's blood must begin to circulate to 
the lungs for oxygenation and to the liver for filtration. 
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In other words, the three fetal shunts—the ductus 
arteriosus, foramen ovale, and ductus venosus—must 
close. These closures occur in response to shifts in pres- 
‘sures in the heart, an increase in blood oxygenation 
level, and cord clamping (Figure 9-2). 


Foramen Ovale. The foramen ovale is an opening 
(а flap in the septum) between the right and left atria 
of the heart, with blood flow and pressure being 


FIGURE 9-2 Schematic drawing of three major shunts of fetal 
‘circulation, Blood wera tne fola rom te placer, most blood 
bypasses he ve by he auctus venosus (1) into ne rir vona cav 
Which Поне into no кут atrum of ne heart (RAL Most ood bypasses 
Ine ул ventris by way of fne formen ovale (2) and owe into te lf 
arum LA and then to laft venire LV] and A4 through te aorta te ine 
Dody. бота blood does enter the night ventricle (FV) from fhe right 
Aim anû Rowe rio the puimonary anéry toward e kungs. Most bino 


Jungs When the Linge inflate at orth the pressure decreases on the 
ft, and ma increased cb. e pressure helps close the fap o th 
foramen ovale 12) 
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greater in the right atrium. It functions like a one-way 
Valve for blood flow, from the right to the left, and 
shunts blood away from the lungs to the aorta. Clamp- 
ing the umbilical cord causes а large stream of blood 
from the placenta to be cut off. As result, the pressure 
on the left side of the neonate's heart becomes greater 
than that on the right side, placing pressure against the 
atrial septum, closing the flap of the foramen ovale, 
‘The foramen ovale functionally closes approximately 
1 minute alter birth, complete anatomic closure takes 
place approximately 2 hours after birth, and by 3 
months the atrial septum is permanently fused 
together. 


Ductus Arteriosus. The ductus arteriosus shunts 
blood from the pulmonary artery to the aorta, 
bypassing the lungs during fetal life. The pulmonary 
arterioles dilate in response to the increased aeration 
of the lungs at birth and the oxygen saturation of the 
blood increases, causing the ductus arteriosus to 
constrict and completely close at birth. The fui 
tional closure of the ductus arteriosus occurs approx- 
imately 15 to 24 hours after birth. The anatomic 
closure (fibrosis of ductus) occurs approximately 
3 to 4 weeks after birth. 

tis important to note that the ductus arteriosus can 
dilate (reopen) during the first several weeks after 
birth, If the neonate has а decrease in blood pressure 
and oxygen saturation, there may be a retum to 
fetal-type circulation, with a reopening of the ductus 
arteriosus, This is referred to as patent ductus arterio- 
sus and can lead to right-sided heart failure and pul- 
monary congestion. If the ductus arteriosus does 
reopen, unoxygenated blood will bypass the lungs 
and go through the pulmonary artery into the aorta 
and general circulation, and the newborn can become 
hypoxic and die, 


Ductus Venosus. The ductus venosus is a fetal struc- 
ture (shunt) that allows most oxygenated blood to 
bypass the liver and enter the inferior vena cava, 
Clamping the umbilical cord at birth cuts off the 
umbilical venous blood flow, causing a redistribution 
of blood, greatly reducing the flow of blood through 
the ductus venosus, The ductus venosus constricts 
at birth, closes anatomically approximately 1-2 weeks 
after birth, and eventually becomes а ligament. 
The closure of this bypass forces blood perfusion in 
the liver. The mechanisms for this closure are 
unknown, 

Tt is important that the health care provider under- 
stand the basic mechanisms behind the closure of the 
fetal structures ог shunts, Understanding the pressure 
changes within the heart and changes in the blood flow 
pattern will help the health care provider recognize 
problems or defects and determine appropriate 
‘management. 


BODY SYSTEM ADAPTATIONS AND FUNCTIONS 
Although significant events oceur in the body system 
before birth, the body systems of the newborn at 
required to adapt and function differently after birt 
The major adaptations are explored in Table 9-1 


Thermoregulation 
Thermoregulation, the ability to produce heat and main 
tain a normal body temperature, is a vital metaboli 
function and a continuous challenge for the newbom 
Nursing responsibilities related to thermoregulation 
immediately after birth are discussed in Chapter 7. Coe 
stress effects are reviewed in Figure 9-3. 


Dry neonato Immediately after birth. 
Dry head and cover with hat affer bir. 

* Place naonate in prewarmed blankets. Replace with 
‘additional prowared blankets environment is less than 
optimal. 

«Ам newbom contact will wet Inns, Change wet 
пола as needed, 

* Encourage skin-1o-skin contact with mother after Hebe 
in diled, Momer's body heat wil warm the baby. 

* Maintain a warm environment by putting newborn in a 
табал warmer. 

* Protect infant from drafts. avoid placing infant naar tho air 
conditioner. vents, door, or window 

* Раса radiant warmers, incubators, and cribs away tom 
windows or outside walis, 

* Pul warm blanket between neonate's body Вл cool 
surface (e g., examining table or acala). 

* Warm hands, statnoscapa, and ciotning betore touching 
neonate 

* Dress and wrap newborn quickly after any procedure, 

* Maintain envrcemontal temperature at 32° C to 34° C 
bes F to 93.2" F) for Ine unclotned intant, 

* Montor abdominal skin temperature unti stable at 36.5* O 
[LL 


Temperature regulation of the newborn is main- 
tained by balancing the amount of heat produced with 
the amount of heat lost. If the amount of heat lost 
exceeds the amount of heat produced, the body 
temperature will fall. 

The flexed position of the extremities in a term new- 
bom minimizes the exposure of skin surface to the air, 
butif the infant has poor muscle tone and the arms and 
legs do not remain flexed (as seen in the preterm in- 
fant), more body surface area is exposed to the air, 
and the risk of cold stress increases. A major responsi- 
bility in newborn care is maintaining a neutra! thermal 
environment that prevents heat loss and cold stress. 
A neutral thermal environment makes minimum de- 
mands on the newbarn's energy reserves, allowing a 


ы prt унда abr aa 
is absorbed by the lymphatic system. 
вто ar lunge, Ав pe wt fret breath 10 open ave ала estais FAC wiin tra Pain | 
is present in mature fetuses. of surfactant that keeps alveoli open. 
Shere i$ no movement of ain inge. RC {лыр 
Powerful stimuli (cold, touch, clamping of cord) help initiate 
Pe eee oe 
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Placental function ends; rare aequ me De диў IE 
circuition and oxygenation of blood in 
„„ 


‘Cord is clamped: pressure increases in left side of heart, ending rigrit-to-eft 
oxygenation. 


Baby is able to suck and swallow and а capable of ingesting, digesting, and 

— breast mik or formula: 

Blood glucose level is maintained Ма Tha nowbom's carbohycrate reserves are он and mosty inthe form of 
placental ciroulaton. iycogen. If glycogen stores are depleted, the newborn utilizes brown fat 

= „apuca Kx ergy TIS TORGA аы EEE 

Fetus swallows amniotic ба апа Immature esophageal sphincter makes newborn prone to regurgitation. 


‘Activa peristalsis in lower bowel causes baby to have frequent stools. 
. relaxes Absence of stools In fret 48 hours сава bowel obstruction; fret stools | 
and meconium passes into amniotic йи, sticky, dark green meconium and is passed within 24 hours of We; changes 
indicating letal distress. in stool color during frst few days indicate healthy GI tract. 

Stomach and bowel contents are steria. ‘Stomach and bowel contents are no longer ster; gastric contents become 


‘more acidic; intant is unable to manufacture vitamin K until intestinal fiora 
— (with bacteria) are ostabished. _ 
‘Basic laste sensations are present Baby has all basic taste sensations and reacts to strong tastes and odors, 
‘Enzymatic and pancreatic function is Baby digests fat less effisently because of Inadequate amount of pancreatic 
Immature (unti gestation of 36-38 weeks). enzyme. 


CEU езу к pronn opitan 


FFV 
nêwborn is approximately 50.80 
nne day of Me 


Immature posterior pituitary gland bmits antidiuretic hormone and vasopressin 
dehydration. 


Placenta is responsible for fetal excretion ot 
wastes m ulero. 


| Fetus excretos uring nio атизойе tad 


body water dar. 
Newborn voids an average volume of 15 mL. 20 umes in a 24-hour period with 
an output of 26 mL/kg/day. 
The kidney of the newborn is limited in ts ability to concentrate or dilute urne. 


‘Before birth, fetus i$ in a sterile environment, 


cytomegalovirus, and herpes (TORCH) infections, 

diseases such as diphtheria. mumps, Colostrum, a forerunner of breast milk, is high in IgA (thus breastfeeding. 

ров, and tetanus. (CON Dp IU DERE NO куе а E 
Ter ie immatura, 833 


кол u stored inthe Iver during the lost 3 A torm newborn has enough iron stored lo last 5 months. 
munie o ain пойма aka t 


Until bacterial flora in the intestine favor vitamin K production, the liver's 8000 
tonelp limited, predisposing 


‘Stressful bith Гурова and cold stress сал Newborn is at risk for hypoglycemia (blood glucose levels «40 mg/L). 
deplete glycogen stores in the liver. ‘Total serum bilirubin at bith is «3 mg/dL, unless а hemolytic process was. 
present in utero, 


Buby is bom with basic reflexes (grasp, sucking, rooting, Moro's, and tone 
neck reflexes), 


Motor movements are uncoordinated. 
‘Ad neurons of ne cerebral Cortex are present at bith and then increase in size 
ала complexity. 


Basic reflexes that are present at birth wil disappear as myelinization occurs 
and voluntary control develops, 

‘Sensory perceptions are developed, and newborn can feel pain. 

Аз soon as the newborn sneezes, the amniotic fuid is forced out of the 
eustachian tubes. 

Hearing is well developed, 

The senses of smell, taste, and touch are well developed at birth. 

"The nowbom sion в sensitive to touch; soft stroking, cuddling, and snug — 

wrapping will often quiet a crying neonate. 
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[^] metabolic rate (BMR) with minimum oxygen 
fonsumption needs, Maintaining an abdominal skin 


temperature of 30 5 C (97,7° F) will minimize oxygen 
fonsumption needs and conserve energy. A neutral 
ar environment is maintenance of 32° C to 
€ (89.6° F to 98.2" F) for an unclothed term newborn 
(London, Ladewig, Ball, & Bindler, 2006). A neutral 
thermal environment in the nursery may be 25 C 
IFT F) for o newborn who is warmly wrapped in an 
pen bassinet (Blackburn, 2007). If a neutral thermal 
Environment is not maintained, the newborn will re- 
by increasing the BMR, and oxygen consump- 
tion needs will increase, resulting in cold stress, 
depletion of glycogen stores, and resulting acidosis. 
Kangaroo care (skin-to-skin contact) is the best 
means of thermal support (see Chapters 10 and 15). 
Because of this, nonvital procedures such as bathing 
should not be done until the newborn's body temper- 
ature and respirations have been stabilized. 


Factors Contributing to Heat Loss. Newboms are 
prone to heat loss because they have a large body sur- 
face area in relation to their weight. Their skin is thin, 
blood vessels are close to the surface, and there is little 
subcutaneous fat for insulation. Because of these fac- 
lors, newborns have a greater transfer of heat to the 
‘extemal environment than do adults. In addition, at 
birth the newborn's skin is wet with amniotic fluid, 
ала the room temperature is cooler than the intrauter- 
ine environment. 


Heat Loss to Environment. Heat loss lo the envi- 
ronment takes place in four ways: evaporation, 
conduction, convection, and radiation (Figure 9-4, 
Table 92). 


Evaporation. Evaporation occurs when wet surfaces 
ате exposed to air. The loss of heat occurs as water is 
converted to a vapor. The newborn immediately loses 
heat when the amniotic fluid on the skin evaporates; 
therefore, drying the newborn as quickly as possible 
after birth is important to reduce heat loss. Drying, 
the head, which is the largest surface area of the body, 
is especially important. A stockinette cap may be 
placed on the neonale's head to reduce heat loss. 
Delaying the initial bath until the neonate's tempera- 
ture has stabilized is desirable to minimize heat loss 
by evaporation. Additional heat loss by evaporation 
occurs through insensible water loss from the skin 
and through respirations. 

Conduction. Conduction is the loss of heat to a cooler 
surface by direct skin contact. Conduction occurs 
when the newbom comes in contact with cold objects. 
Chilled hands, cold scales, cool examining tables, and a 
cold stethoscope can cause heat loss by conduction, 
Precautions should be taken to avoid touching neo- 
nates with objects cooler than their skin. Measures to 
reduce heat loss by conduction include placing the 
infant im a prewarmed blanket or using а radiant 
warmer. 

Convection. Convoction is the loss of heat from the 
warm body surface to moving cooler air. Airflow from 
air conditioning or people moving around the room in- 
creases the loss of heat. Drafts and oxygen by mask can 
increase convective heat loss in the newborn. То con- 
trol or prevent convective heat lass, newborns are often 
placed in radiant warmers ог incubators (out of drafts) 
until their temperature is stable. Also, neonates may be 
transported in enclosed, warmed incubators through 
the hallways. Newborns should be warmly wrapped 
when in their bassinets. 


ient body to De өдө of te cr and 1o he 
outside walls und windows, 


FIGURE 9-4 Menada cf heat kose: evaporation, conduction, convection, and radation. 
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Radiation. Radiation loss occurs from a warm object 
s cooler one when the objects are not in contact with 

another. For example, if the crib is near cold win- 
‘walls of the incubator are cold, heat is lost by 


tion. 


Thermogenesis 

adult, response to cold involves muscle activity 
the form of shivering, Compared with the adult, the 
cannot use muscle activity (shivering) to pro- 
heat and has difficulty conserving and dissipat- 
e heat to maintain an optimum temperature. The 
born relies on nonshivering thermogenesis, using 
brown fat stores, vasoconstriction in cold environ- 

ments, and vasodilation in warm environments. 
| When exposed to a cool environment, the new- 
& produces heat Бу physiologic mechanisms, or 
is. These mechanisms include increased 
BMR; muscular activity; and chemical thermogene- 
‘Gx also called nonshivering thermogenesis. it is the pri- 
mary method of heat production and is unique to 

ewborns. 

Nonshivering thermogenesis, a complex process that 
increases the metabolic rate and rate of oxygen con- 
fumption in the newborn, uses the metabolism of 
brown fat (brown adipose tissue [BAT]) for heat produc- 
tion when the newborn infant is subjected to cold 
Stress. Brown fat (named for its dark color) develops 
‘at 28 weeks’ gestation and is found around the neck; 
in the axillae; around the kidneys, adrenals, and ster- 
‘pum; between the scapula; and along the abdominal 
orta (Figure 9-5), 

‘The cells in BAT contain numerous fat vacuoles and 
эл abundant blood and nerve supply. As brown fat is 
metabolized, the heat produced warms vital areas of 


FIGURE 9-5 Sites cl brown fal brown aas tissus) in he n 


the body. Brown fat can be depleted in newborns ex- 
posed to prolonged periods of cold stress. When this 
happens, thermogenesis can be impaired. Brown fat 
typically disappears by 3 months of age. Certain drugs 
such as meperidine (Demerol) given to a laboring 
woman before delivery can interfere with metabolism 
of brown fat in the newborn, resulting in neonatal 
hypothermia. 


NURSING ASSESSMENT OF THE NEWBORN 


Nursing assessment of the newborn includes observa- 
tion, inspection, auscultation, palpation, and percus- 
sion. The assessment is not performed in a single 
‘examination but in a series of examinations. A com- 
plete assessment of the newborn includes detailed 
evaluation of all body systems. Skin color, type of 
respirations, temperature, activity, and feeding be- 
havior alert the examiner to the health status of the 
newborn. 

Phase 1 assessment and care of the newborn take 
place in the delivery room and were discussed in 
Chapter 7. At this time, the neonate is in his or her first 
phase of reactivity, and bonding is initiated with par- 
ents. Phase 2 assessment and care of the newborn take 
place on admission to the newborn nursery, usually 
between 1 and 4 hours of age, where a more detailed 
‘examination is performed. Phase 3 care of the newborn 
occurs from 4 hours of age until discharge and may 
take place in the rooming-in setting with the parents 
present. This allows for teaching to take place. This 
chapter discusses phase 2 of newborn care: general 
assessment. 


GENERAL APPEARANCE 

‘The resting posture and spontaneous movements can 
best be evaluated betore the newborn is disturbed, 
Flexion and symmetry can be observed while the baby 
is resting. The term newborn rests with hips abducted 
and flexed and knees flexed. Arms are adducted and 
flexed at the elbow, with the hand in the fist position. 
Lack of flexion is associated with prematurity. Exten- 
sion of the neck with an arched back 

is associated with central nervous system (CNS) prob- 
lems. Spontaneous movements may provide subtle 
clues to potential CNS problems. Noticeable jerky ог 
jittery movements may indicate excessive electrical 
discharge from the neurons oc a metabolic disorder 
such as hypoglycemia, hypocalcemia, or hypoxia; neu- 
rologic damage; or drug withdrawal, Repetitive blink- 
ing ог pedaling movements of the lower limbs may 
represent seizure activity caused by injury at birth. 
Prolonged or excessive tremors may indicate hyper- 
activity and should be reported to the health care 
provider for further evaluation. If tremors persist, 
а capillary blood heel stick may be done to deter- 
mine the blood glucose level, Hypoglycemia in the 
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newborn is present if the blood glucose level is 40 mi / 
dL or less. 

The neonate's cry should be strong and lusty. A 
high-pitched, shrill cry is abnormal and may indicate 
а neurologic disorder, hypoglycemia, or drug with- 
drawal (neonalal abstinence syndrome). The new- 
born's cry is important to assess because it is the 
way to communicate needs, such as feeling wet, hun- 
gry, ог too warm. 


VITAL SIGNS 

Vital signs should be taken when the newborn is quiet 
or resting, The heart and respiratory rates will be much 
faster if the baby is fussing or crying than when in the 
quiet state. Vital sign observation begins while the 
mother and infant are bonding in the delivery room. 
Vitals signs are measured at 15- to 30-minute intervals 
at first, then hourly, and every 4 to 8 hours after the in- 
fant is stable (in phase 3 care). 


Heart Rate 

The nurse should listen to the apical heart rate for a full 
minute for accuracy, noting the rate, rhythm, intensity, 
position of the apical pulse, and presence of abnormal 
sounds (Figure 9-6). The newborn's heart rate varies. 
with activity. Bradycardia in the newborn refers to a 
heart rate less than 110 beats/ minute, and tachycardia 
isa heart rate greater than 160 beats/minute, The rate 
should range between 110 and 160 beats/minute with 
normal activity. Heart rate is auscultated 
warmed stethoscope, listening to the apical beat over 


mE 
FIGURE 9-6 Assessing the apical pulse. This i Ine most accurate 
technique for assessing the haart rale of a neonate. 


the heart (precordial) region, which is slightly below 
the left nipple (at the fourth intercostal space and to 
the left of the midclavicular line). The two femoral 
pulses (in the groin region) should also be evaluated. 
‘A weak ог slow femoral pulse suggests a coarctation 
stricture of the aorta. Abnormalities should be 
reported to the charge nurse or health care provider. 


Respirations 
The nurse must also count respirations fora full minute 
because the newborn's respiratory rate is irregular. The 
nurse visually watches the rise and fall of the baby's 
abdomen because the respirations of neonates are 
abdominal or diaphragmatic in character. Movement 
of the chest and abdomen should be synchronized, 
The range is typically from 30 to 60 breaths/minute. 
А normal finding is periodic breathing (a pause in 
breathing), This describes an intermittent cessation of 
respirations for less than 15 seconds. However, cessa- 
tion of respirations for more than 20 seconds (apnea) 
should be further assessed, Nasal flaring, costal or sub- 
sternal retractions (sucking in of the chest wall with the 
sternum moving inward with inspiration), and a grunt- 
ing sound on expiration are abnormal and indicate 
respiratory distress, 


Determining Newborn’s Respiratory Ses 
Count respirations for 1 fl minute because breathing pat- 
terns are тойи. 

* Observe respiratory rate. f less than 20 breathe/minute or 
greater than 60 breatni/minute, report to charge nurse. 

* Observe and repon signs of respiratory distress, including 
nasai flaring, grunting, cr retractions (sternal movement . 
ward with inspirator). 

* Observe mucous membranas for cyanosis. 

* Observe for apnea lasting more tnan 20 seconds. 

* Observe for need to clear arway f gagging or choking сосила. 

* Suction with bulb syringe as needed 

* Report unusual findings to charge nurse. 


Breath sounds should be clear over most of the area, 
but sounds of moisture might be heard in the lungs 
during the first few hours after birth. The reason is that 
lung fluid has not been completely absorbed. Rales, а 
rush of air through fluid, sound like rubbing your half 
between two fingers near your ear. Rhonchi are coarse 
sounds resembling snoring. They represent air rushing, 

thick secretions, Abnormal or diminished 
sounds should always be verified by an experienced 
nurse and reported to the health care provider. 


Temperature 

The nconate's temperature drops immediately after 
birth. The internal organs are poorly insulated, and 
the skin is relatively thin. In addition, the newborn's 
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| Eî regulating center has not yet matured, The neo- 
gate's body rapidly reflects the temperature of the 
vironment. 

The newborn is unable to maintain or raise body 
Semperature by shivering; instead, efforts to increase 
body temperature are aided by a special tissue, called 
rou fat. Immediately after birth, a thermal sensor is 
often applied to the newborn's skin on the upper abdo- 
‘men (but not over bone) and secured with porous tape 
or а foil-covered foam pad to monitor the temperature 
‘continually. Because the skin temperature will fall be- 
fore the core body temperature falls, monitoring the 
skin temperature enables interventions that will 
prevent core hypothermia. 

During phases 2 and 3 care, an intermittent read- 
Jing of axillary temperature is usually preferred and 
should be stable at 365° C (97.7* F) (Skill 9-1). Digital 
thermometers are read when the indicator sounds. 
The tympanic membrane sensor is used only if the 
tip of the sensor is small enough to fit into the new- 
born’s ear (it registers the temperature in 2 seconds). 
The rectal temperature is not used as a routine 
method because it may cause rectal mucosal irritation. 
and increase the chances of perforation. Temperature 
readings should be recorded every 30 minutes for 
the first hour after birth, then each hour for the first 
4 hours until stable, after which the temperature is 


«ill 9-1 Taking th 


Axillary Temperatut 


assessed a minimum of every 8 hours for healthy 
term newborns. 

An elevated temperature can occur from dehydra- 
tion, too much clothing, or infection. Subnormal tem- 
peratures (chilling or cold stress) in neonates can be 
the result of metabolic disturbances and infections. 
An environmental temperature that is too high can in- 
crease the newborn's temperature; one that is too low 
can decrease the temperature. The room temperature 
should be kept at 25° С (77° F). Because the neonate 
is not able to perspire effectively (the sweat glands 
do not fully function for the first week of life), over- 
heating can cause the neonate to break out in a pin- 
point, reddish rash that is often referred to as prickly 
heat ог miliaria, 


Blood Pressure 
Blood pressure (BP) may be measured with an appro- 
priately sized neonatal cuff and taken when the 
neonate is quiet. The average BP at birth is 60 to 
80 mm Hg systolic and 40 to 50 mm Hg diastolic. When 
the newborn is crying or sucking, the BP values in- 
crease by 10 to 20 mm Hg. A Doppler BP device or elec- 
tronic measurement greatly improves the accuracy of 
the reading. A systolic reading may be obtained by not- 
ing the pressure when palpating the return of the radial 
pulse if other methods are not available. If a cardiac 
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PURPOSE 
То assess body temperature. 


Steps 

л. Hold the infant securely. 

2. Place the thermometer probe in the center of the 
axilla. 

3. Hold the arm down against the body until the 
indicator sounds, 

4. Record the temperature reading. Report 
temperature reading of under 97.0" F or over. 
1004* F. 
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anomaly is suspected, BP is assessed in all four extrem- 
ities with an appropriately sized cuff. The cuff should 
cover one half to three fourths of the extremity. On the 
neonate, two or three BP measurements should be 
taken and the average recorded for accuracy. 


ASSESSMENT OF PHYSICAL CHARACTERISTICS 
Skin 

The skin provides a visible record of the newborn's 
health status. The skin is inspected for characteristics 
related to term, preterm, or postterm neonates. Some 
of the clinical findings are common but not signifi- 
cant; however, they can be of concen to parents, 
Other findings are potentially abnormal and should 
be reported to the health care provider. A greenish 
brown discoloration (meconium stain) of the skin, 
nails, and cord can result if meconium was passed 
before birth. Peeling or excessive cracking of the 
skin is associated with postterm newboms. Other 
skin findings include vernix caseosa (Figure 9-7), 
milia, lanugo, acrocyanosis, petechiae; jaundice, and 
birthmarks (Table 9-3). 


Head 
The shape of the neonate's head varies, depending 
оп the type and length of labor. The heads of 
breech-born infants and those delivered by elective 
cesarean bisth are characteristically round because 
pressure was not exerted on them during birth. 
Newborns born head first and vaginally often have 
an clongated head, called molding, which usually 
resolves in a few days. 

The newborn's head has a large surface area come 
pared with its body. The average head circumference 
is 33 to 35.5 em (13 to 14 inches). The neonate's head 
circumference either equals or exceeds by about 
25 em (1 inch) the circumference of the chest. If the 
head circumference is more than 4 cm (1.6 inches) 
greater than that of the chest, a serial assessment 
for increased intracranial pressure or possible 


FIGURE 9-7 Verri ie tne thick, whita, gere, substance covering he 
ko ot ha енот) Preterm newborns arè heavily Covered v vend, 
зулаған poster nawboms havo ite vem protection on tne sn 
Note The Певуу coverng of метох on Ih newborn. 


hydrocephalus is indicated. A small head, microceph- 
aly, may be caused by rubella or toxoplasmosis during 
fetal development. The head circumference is mea- 
sured at birth and at every clinic visit (see Chapter 10). 


Molding and Caput Succedaneum. Molding and 
caput succedaneum are normal findings at birth. 
Molding, or overlapping of the bones of the head, 
occurs ав a result of head compression during the 
birth process. The skull bones override each other 
for the head to lit through the vaginal canal, but this 
resolves within 2 or 3 days. Caput succedaneum is 
localized swelling of soft tissues of the scalp 
(Figure 9-8) that is caused by pressure on the head 
during labor, It can be palpated as a soft, fluctuant 
mass that may cross over the suture lines. Caput suc- 
cedaneum is absorbed in а few days and requires no 
intervention, 


Cephalhematoma. Cephalhematoma is a collection of 
blood between the periosteum and a bone of the skull 
that it covers (Figure 9-9). It may be unilateral or bilat- 
eral and does nof cross the suture line. The area 
emerges as а defined hematoma between the first 
and second days. Its disappearance may take as long 
as 3 weeks. It usually results when trauma occurs to 
small blood vessels of the periosteum. This linding is 
more common when the mother has had a prolonged 
or difficult labor. Measurement of the head and chest is 
discussed in Chapter 10. 


Fontanelles. The neonate’s skull has anterior and 
posterior fontanelles, which are commonly called soft 
spots, They are covered with a sturdy membrane 
capable of protecting the underlying tissues. The 
omtsnelles аге openings in the bony skull [wide 
spaces between the cranial sutures) that allow the fetal 
head to mold in order to fit through the birth canal 
(something fused bones cannot do). The anterior fonta- 
nelle із the largest and most important for clinical eval- 
uation. It is diamond-shaped and formed by the 
juncture of the cranial bones. Examination of the fonta- 
nelles is important in understanding the newborn’s 
health status and brain development. The anterior fon 
tanelle should be palpated to determine whether it is 
bulging or depressed (sunken). When the newborn 
cries, coughs, or vomits, the anterior fontanelle may 
bulge. When the newborn is quiet, it should not be ele- 
Vated but should be level with the cranial bones. Growth 
of the head is stimulated by brain growth, which is 
mostly complete by 2 years of age. When the cranial 
sutures are fused (closed), brain growth is restricted. 
The size of the anterior fontanelle at birth is between 
3.6 and 6 cm (14 and 24 inches) (Skill 9-2 on p. 174). 
The size of the fontanelles in preterm and term new- 
borns is the same once the preterm newborn reaches 
what would have been its estimated date of birth 
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NURSING INTERVENTIONS 
Oyanosis of the hands and feet in the frst — Parent education conceming this normal 
week of Йе is caused by a combination of phenomenon is helpful 
а high hemoglobin level and vasomotor 
instabilty. 


~ A normal vasomotor response to low 
environmental temperature. Wrap 
infant warmiy. Intense or 


_ Alacelke red or blue pattern on the skin 
surtace of a newbom's body, 


persistent appearance should be 
reported. 
Peeing of the skin at binn may indicate Instruct parents to avoid harsh soaps. 
postmaturty, Early removal of vernix ‘Some hospitals do not vigorously remove 
con be followed by desquamation in vernix trom the skin of newboms. 


turm newborns. 


Pearly white pinpoint papules n midine Distinguish from u thrush lesion. 
ct upper palate, 


‘Splotchy erythema with frm yelow-white Can occur at age 2 days. No intervention. 
papules that have a red base is required because erythema wil 
spontaneously clear 


Continued 


UNIT V. Tho Newbom 


BETTER assessment of Skin—cont'd 


An imbalance of autonomic vascular 
regulatory mechanism. Deep red color 
‘over half of body, pallor on the longitudinal 
зай of body. Usually occurs with preterm. 
infants who are placed on ther aide. 


_ Pearly white pinpoint papules on face and 
nose of newborn. 


~ No treatment. Wil spontaneously - 


infant is helpful. Condition is temporary 
and does not usually indicate a problem, 


disappear, Educate parents not to 
апотрі to "squeeze out” the white 
material because infection can occur, 


Dark blue or slate gray discolorations most 
commonly found in lumbosacral area. The. 
Intensity and hue of color remains until 
fading occurs. It is of no medical 
significance but can be misdiagnosed as а 
bruise. 


 Port-wine stain 
‘capilaros inthe skin. tis a fat. red-purple 
leson that does not blanch on pressure. 


Known’ as nevus flammeus, A collection of 


Those lesions aro caused by melanin 
deposits in dark-skinned persons and 
gradually disappear in a few years. The 
‘nurse must distinguish these lesions. 
from hematoma of child abuse. 


This в а permanent skin marking that 
darkens with ago and can become 
elevated and vulnerable to injury, Га 
large area of face or neck is involved. 
laser surgery may be indicated to 
preserve the child's seli-mage. 
Can be associated with genetic 
disorders, 


blanched patches that can appear on 
eyelids, nose, lips, and nape of the neck. 


Forceps marks Abruised area on skin inthe shape ol forceps The bruising and swelling fade within a few 
or pattem of vacuum extractor, days and бо not require intervention other 

than parental support and teaching. 
Nevi Known as stork bites. These are pink, easily These marks gradually tade and are of no 


clinical significance. 
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FIGURE 9-8 Caput succedaneum. Sueang on the head ot лө 
foo is symmetric and в he result of edema under he scaip This 
Fonction wil disappear without treatment. 


FIGURE 9-9 Cephalhematoma, з collection of blood between the 
periosteum and the cranial bone. The swelling goes nct cross me. 
Butur ime. No treatment is indicated. 


(Kiesler & Ricer, 2003), A bulging anterior fontanelle 
while the newborn is quiet indicates increased intra- 
cranial pressure. А depressed fontanelle is often a late 
sign of dehydration, A large fontanelle or delayed clo- 
sure can indicate congenital hypothyroidism, Down 
syndrome, congenital rubella, syphilis, or increased in- 
tracranial pressure. A small anterior fontanelle or early 
closure is called craniosynostosis and is associated with 
abnormal brain development. It can be caused by chro- 
mosomal anomalies, fetal hypoxia, or fetal alcohol syn- 
drome. The anterior fontanelle is usually closed by 18 
months of age. 

The posterior fontanelle is triangle-shaped, It is 
located between the occipital and parietal bones and 
is much smaller than the anterior fontanelle. It closes 
when the newborn is 2 to 3 months old. Late closure 
of the fontanelle may indicate hydrocephaly. 

Because parents are often concerned about touching 
а newborn's soft spots, they should be informed that 
the fontanelles are covered with layers of protective tis- 
sue so that the head can be safely touched and washed. 
A summary of newborn observations and data collec- 
tion is discussed in Table 9-4. 


ESTIMATION OF GESTATIONAL AGE 


Assessment of physical and neurologic findings to de- 
termine gestational age is performed by 

Ballard scoring system, in which 12 scores 
and a maturity rating is expressed in weeks of gestation. 
Gestational scoring is performed within the first few 
hours and repeated again at 24 hours after the new- 
born's neurologic system has settled (see Chapter 15) 
А term newborn is one who is born at 38 to 42 weeks’ 
gestation. Preterm neonates are born at less than 38 
Weeks! gestation, and postterm neonates are born after 
42 weeks’ gestation. Fetal size is expressed as small for 
gestational age (SGA) if weight is less than the 10th per- 
centile, or large for gestational age (LGA) if weight is 
greater than the 90th percentile for gestational age. The 
Weight alone does not determine prematurity or matu- 
rity of the newborn. The score on the Ballard scale differ- 
entiates SGA from prematurity (sce Figure 15-1). The 
preterm newborn is discussed in Chapter 15. 


BEHAVIORAL ASSESSMENT 


Assessment of the newbom’s behavior provides infor- 
mation about behavioral alertness. Behavior changes 
occur in the phases of reactivity through which the 
newborn passes during the first 6 to 8 hours after birth. 
Knowledge about these reactive phases helps the par- 
ent respond appropriately to the baby’s needs, thereby 
promoting parent-newbor attachment. 

Atbirth, the newborn is in a state of quiet alertness 
during the first period of reactivity. His or her eyes are 
open and alert and respond to stimuli. The newborn's 
heart and respirations are increased. This phase is 
followed by a phase of active alertness. During this 
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PURPOSE 
To determine baseline measurements of the 
fontanelles. 


Steps 

1, Obtain the size of the fontanelles by measuring the 
widest point of the width and the widest point of the 
length, adding the measurements together, and 
dividing by 2. 


2. The normal anterior fontanelle in a newborn 
measures between 3.6 and 6 cm (1.4 and 
24 inches). 

3. The fontanelles should appear flat with the contour 
of the skull. A bulging fontanelle may indicate 
increased intracranial pressure. A depressed 
fontanelle may indicate dehydration. Both 
conditions should be reported. 

4. Document findings. 


Summi 


OBSERVATION — NORMAL 


NORMAL VARIATIONS. 


of Newborn Observations and Data Collection 


INDICATIONS OF PATHOLOGIC 
CONDITION 


General color Pink (or normal for ethnic group) 


Acrocyanosis 


Jaundice in first 24 hours can 
indicate hemolytic process. 

Body cyanosis can indicate 
cardiac problem. 


Мулде tone 
with hand in closed fst 


Fixed extremities, adducted һар flexion of hips trom 
breech daivery 


Extended extremities may indicate 
prematurty or low Apgar score. 

Open hand may indicate preterm 
neonate. 

Jittery movements may indicate. 
Пуроусвта or drug. 
withdrawal. 

Asymmetric movement may 
indicate trauma. 
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Mongolian spots. 
(see Table 9-3) 


3402-3997 g (7 lbs, 8 02-Bibs, Losas approximately 10% of birth. 
1802 жод but regains it within 10 days 


48-53 cm (19:21 inches) 


Axillary, 36.5.37" C. 
(97.7"-98.6" Р 


‘Circumference: 
(13-14 inches] 


Color of stool charges as It transitions 


C-shapsd back when in 10 mik stool (Figuro 8-1 1) bitas. 
siting Arching back or opisthotonos 

Head lag not mora than 45 postion may indicata CNS 

problem. 

Anus в patent. Passage of Absence of stool may indicate 
meconium must | 
documonted 

Cheat Chest circumference. Breast engorgement from maternal — te breast tissue may indicate 

30,583 om (12-13 inches) prematurity. 

‘Symmetric respirations Broast tissue mass 5 mm or more, Bradycardia or tachycardia may 


and in few Abnormal vestels may indicata. 
weeks (Figure 9-12) 

Failure to pass meconium in 24 
hours may indicate cystic 
fibrosis or nonpatont anus. 

Usually fexed knees andhip&interm — Asymmetric creases on thighs. 
‘ewbom ‘and limited abduction may 

Indicate congenital hip 
o pex dois Fut ws 

Rust-colored uric acd crystals in ‘Motus above or below tip of 
wie. penis indicates epispadias or 

White vaginal discharge may be hypospadias. 
rom withdrawal of maternal Enlarged scrotum may indicate 
hormones. 

Hymenal tags may protrude from ‘Smooth scrotum with absent 
vagina but wil disappear in few fugae may indicate prematurty, 

Open, relaxed hand in preterm. "Straight simian crease in palm 
newbome тау indicate Down syndrome, 

Short fith finger may indicate 

Nonakned knee-foct may 
indicate ошоо. 

Limp extremities may indicate 
(CNS problem or Ert/'s раву. 


CCT 
cee IN эко ba ro Tarts 
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FIGURE 9-10 Ear position. Tha aars are assesseci for placement: low-set aars may indicate that a 
congenital anomaly в present in the rens system, Ал ттакупагу ina drawn Кот the outer canthus of tne 
eye should be even withthe upper tip ofthe pine of tha aar. 


. етн 


FIGURE 9-11 Normal newborn stool cycle. Ths frst maconium is dark, greenish black, and tary, I! gradually changes to а greenish yalow 
tanstional stool, The breastied newocm's mik stool is golden yellow, and the botte-ted newer may have a pale yellow stool. A green, watery stoo 
's indcatve of derben and shouid be reported to the healt care provider 
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á Р — 
FIGURE 9-12 The clamped umbilical cord. The отса cord of is 
newborn was ciampec minutes ater brin. Note nat the stump prorudes. 
‘past the skin, gung the appearance of a hernia but wil invagjnato and 
‘disappear within п law weeks. The ight weight of the cord clamp wil not 
шө! an undue pul on the ama o attachment fo the sk. 


c 


FIGURE 9-13 A, Ortolani maneuver to assess the hips. The памоста 
legt are fexed and abducted змогу toward the mattress, A "click" 
souna, dealing mavamant of he femoral Raa in tho deb is a 
ostia sign cf congenital hip dysplasia. B, The knees should be ot 
жаша] length. C, The thigh folds should be sjmmetre. Asymmaty is 
shown n ће fure. 


active/alert period, the newborn demonstrates a 
strong sucking reflex and may appear hungry. It is 
an ideal time to initiate breastfeeding. 

The first period of reactivity facilitates the bonding 
and attachment of parents and newborns. Eye-to-eye 
contact can be promoted by delaying insertion of eye 
medication until the newborn can interact with his or 
her parents. Parents should be given an opportunity 
to hold, cuddle, and talk to their newborn during this 
period (Figure 9-14). 

After approximately 30 minutes to 1 hour, the new- 
born becomes drowsy and will fall asleep. The baby is 
typically unresponsive during this time. This period of 
inactivity may last from 2 to 4 hours. After the sleep 


period, the newborn enters the second period of reac- 
tivity. This second period may last 4 to 6 hours. The 
newborn is awake, is alert, and may cry. The newborn 
shows activity such as rooting, sucking, and swallow- 
ing and appears hungry. The newborn may respond to 
eye-to-eye contact at this time, and bonding can be pro- 
moted. Feeding may be initiated if it was not started in 
the first period of reactivity. The nurse can help the 
parents understand newborn cues that will indicate 
newborn needs (Box 9-1). 


FIGURE 9-14 А mother bonde with har w 


NEWBORN DESIRES INTERACTION 

* Focuses on tace of parent 

* Conses random body movement 
* Tums head to parent. 

* Has wide and bright, open ayas 
* Reaches out 


* Sucks, roots 
* Flexes arm and clenches fist over body 


NEWBORN IS FINISHED EATING 
* Arches back 

* Falls asleep 

* Relaxes arms at side 

* Turns head away from nipple 
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Behavioral States 

Various states of consciousness or awareness are com- 
monly observed in the newborn; reactions vary as the 
baby passes from one state to another. However, most 
newborns move smoothly between these states. The 
sleep states vary from deep sleep to irregular (light) 
sleep. Nurses should teach parents how to recognize 
and respond to the various behavior states of the new- 
born (Table 9-5). Newborns prefer to look at human 
faces and shapes in contrasting colors such as black 
and white. The newborn can see objects most clearly 
that are 7 to 10 inches away. Human interaction plays 
an important role in brain development and in attach- 
ment and bonding between parent and newborn 
(Figure 9-15). 


NEUROLOGIC ASSESSMENT 


The neurologic assessment is conducted to determine 
Whether the newborn's nervous system is intact. It is 
important to obtain baseline information on general 
behaviors, including resting posture, cry, quality of 
muscle activity, and state of alertness. 

Newborn tremors are common; however, they 
must be assessed to make sure that they are in the 
normal range and are not convulsions. Seizures 
may consist of excessive blinking, chewing, or swal- 
lowing movements. Whether the newborn's spontane- 
ous movements are smooth or jerky and whether 
both sides move equally well are significant evalua- 
tions. Lack of good muscle tone may be caused by 


Quiet alert Eyes are open and focused; minimal body 


‘activity 
Best time for parent:newbom Interaction. 
Best time to test responses and гобехве 


‘Crying Reaction to stimulus may be violent, indicating 
newtom needs a daper change or may 
eed to ре fed ос comforted: newborn 
‘should ba pickad up and consoled 


Ф 


FIGURE 9-15 The newborn gazes ionty at the father in tne or 
position үе to eye). which promotes bonding. 


B T 


FIGURE 9-16 Grasp reflex. A, When the newborn's calm i touch 
те hand doses nto a Int itin a term newborn. В, The preterm 
newborn doas nat resperd With а frm grasp. 


CNS immaturity, which is seen in preterm ney 
borns (Figure 9-16). Some basic reflexes demonstra 
neurologic function and an intact CNS (Table 9- 
Figure 9-17). 


‘SCREENING 
А screening test is used to detect the presence of a 
abnormal condition before symptoms appear. Th 
purpose is not diagnostic because a positive screenin 


Регизгепсе of Moro's reflex past 6 months may 
loud noise: newcom's. в Indicate brain damage; strongest in frst 2 
and of extremities, with a fanning of months; (unequal) Moro's relax 
the fingers forming а C, folowed by flexion of ‘can be cousod by an injury to the clavicle or 
rms in әл embracing тобо brachial plexus. 
Palmar grasp. Newbom wil grasp any object that touches the Fades at approximately 2 months; it is replaced 
L рат and can hold on momentarily. by a voluntary movement by 8 months. 
Pantar гебек ‘When tho solê of the newborn's toot is stimulated, Absence in tarm newborn indicates a spinal cord 
the toos cur downward. defect. Disappears after 1 year. 
BebneWsrelex Can be elicited by stroking one side of the sole Fallure to respond properly may indicato CNS 
from heel upward or across the ball of the foot, рбет, 
newborn's response is hyperextension and 
l= fanning ot the toos. MEN 
Tonic neck ‘Can be elicited when newborn is on back; Disappears by 4 months. 
when tho newborn's head is turned quickly Absence or asymmetry in term newbom. 
to оле side, the extremities on that side Indicates neurologic 1 
‘extend and those on the opposite side tex; 
this is sometimes called 
position.” 
‘Stepping ‘When the newborn is held upright and one foot Disappears after 4 weeks. 
touches a fat surface, the newborn wil step out Absence In term newbom may Indicate 
win opposite foot. А 
Think inourvation den the newborn isin a prona position, . 
the spine causes tna trunk to tum to the at approximately 4 weeks. 
stimulated side. _ 2 — 
BD Elcitedbyshiningbrightightintotheeye;newbom ^ — Continues We. 
response is constriction of the pupi. Unequal constriction or fied, diated pupil is 
indicative of CNS damage and requires further 
Вик ‘Stimulated by fashignt. _ q Absence indicates possible cataracts, 
‘Sucking Can be elicited by placing ripple or goved tngerin Sucking is also stimulated by touching tha ips. 
newborn's mouth. Continues 6-8 months. 
Rooting Touching the cheeks or Ips causes the newborn to 
turn the head toward the stimulus. 
| Gog ‘On stimulation of the uvula, as during suctioning — Continues throughout Ие. 
and sometimes during feeding; reverse 
peristalsis occurs. 


АА birth, the newborn can focus on an object 
7-10 inches trom the face and 4-6 inches above: 
or to the side, 


t; provides means for parente 
— - 1 s 
Hearing Responds to a variety of sounds, especialy the The numan voice provides a means to console 
range of the human voice; can locate the general the upset neonate (responsa demonstrates the 
‘rection of а sound. value of this stimulus to the nawbor). 
Touch Менбот response fo touch used as a consoling А newborn's lips are very sensitive to touch; а 
means. newbom can be scothed by touch, 


Ces a T ag 


Newborns can smell sweet and Sour odors. „5 
breast odor from other odors. 
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FIGURE 9-17 Assessmentof reflexes. A, Мого а ex. Susiden jaring 
Ө те bac causer artansion and sbductin (vn embracing moton) ofthe 
i spreading of the fre, wth the index Anger and the umb. 
forming a C shape. A unilateral (one-ticed response may incicate a 
fractured deuce. Absence ol the Moro's rfe may indicate a patholo 
Fonction cf the central nervous system. В, An abnorma! Marc s ree 
Nata the clenched list of опе hard that does nct follow a symmetric 
iriracing тобол, This newbom requres в follow-up скати, 


lest indicates a need for further follow-up and specific 
diagnostic tests to confirm the diagnosis. The main 
purpose of screening tests is to enable early interven- 
tion if possible health problem exists because waiting 
for signs and symptoms to occur increases risk for 
irreversible damage (Figure 9-18). 

Newborn screening programs are state funded. 
Nurses need to be aware of laws and policies regarding 
newborn screening within their state, as well as the 
early symptoms of the diseases and treatment protocols 
so that they can educate parents. The optimum time for 
a screening test to be performed is before the fifth day of 
life in a healthy newborn. Standards for collecting, 
handling, and transporting screening specimens can 
be found online at www.marchofdimes,com /files/ 
neonatal.pdf, or the nurse can contact the facility's 
clinical laboratory for this vital information. 

Some states test for fewer than 10 conditions, 
Whereas others test for more than 20 conditions. 
Screening for hypothyroidism and phenylketonuria 
is mandated in all states (Spahis & Bowers, 2006). 
Phenylketonuria (PKU) is а condition in which the 
newborn cannot metabolize phenylalanine (which is 
present in milk), and it accumulates in the blood, 


FIGURE 9-18 А, The nurse acrministern а hearing test in the desen 
nursery The est tee mes easy and ac reering of тонот 
{or hearing impairment before hospital decharge. B, The ALGO nearing 
screaner shows how the tast is accomplished. 1. Tha screener con 
экее o ng sounds to the baby's oar. 2. The baby's brain 
responds win a spactic brain wave naftem cated the auction’ 
brainstem response (ABF), 3. The screener automatically comparas the 
baby’s ABB te в stores temclate vorm infants wth normal hang 

4, The ALGO screene generates an immediate pase/refer rest, 


[s] UNIT V TheNewbom 


causing mental retardation. If treatment is begun in the 
first month of life, mental retardation can be pre- 
vented. The newborn, ideally, would receive feedings 
of breast milk or formula before the test is performed. 

Selected Newborn Tests 
AREAS AT RISK 


‘Treatment is discussed in Chapter 16. In May 2005, the 
US. Department of Health and Human Services sug- 
gested that all states screen for specific conditions 
(Table 9-7) and offered federal assistance as needed. 


(Congenital hypothyroidism 
Congenital adrenal hyperplasia. 


_ Meinyrmaloric acidemia am В.а disorders) 
Tnfunchonal protain deficiency. 
Comitine uptake defect (carie transport defect) 


Prenyietonura, nyperphenitaraninemia 
Maple syrup urine disease 
Homocystinuria. 
__Tyrosinemia type 1 
Эке cell anama 
Thalassemia 


Exam 


* The newborn must make adaptations for transition to 
‘extrauterine life, To live independently, the newborn must 
‘establish pulmonary ventilation, which is accompanied by 
marked circulatory changes, 

* After the umbilical cord is clamped, the newborn's 
‘respirations are initiated by а combination of chomical, 
‘sensory, thermal, and mechanical factors that stimulate 
the respiratory center in the brain. 

* The production of surfactant is critical to keeping the 
alveoli expanded during expiration and to establish 
pulmonary ventilation. Surfactant promotes lung 
Compliance, which helps the lungs fl with air mare easly. 

* During а vaginal birth, the fetus's chest is compressed, 
promoting drainage of fluid from the lungs. After bith, the 
chest returns (or recoils) to its natural position, and alr 
replaces the fluld. Expansion of the lungs and clearing of 
‘uid allow puimonary circulation to take place. 

* Extrauterine respiration, the increase in blood oxygen 
levels and increase їп pulmonary blood flow, causes shits 
in the pressures in the heart and results in closure of the 
ductus arteriosus, foramen ovale, and ductus venosus 
shortly after birth, 

Af birth, the term newborn has weak cardiac and pyloric 
‘sphincters in the stomach and has bouts of reversed 
peristalsis. Thus, the neonate has a tendency for mild 
regurgitation or slight vomiting. 


* During the first week of lite, the liver is Immature and may 
be slow to convert bilirubin trom an indirect fat-soluble 
form to a water-soluble form that can be excreted in the 
urine and feces. The neonate's liver is also burdened with 
the destruction of red blood сейв that are no longer 
needed, resulting in increased bilirubin levels in the blood, 
‘Therefore, visible jaundice is seen in many newborns on. 
the third day о! le. 

* Newborns acquire passive immunity against bacterial and 
Уга! infections for which the mother has developed 
antibodies, This form о! immunity lasts for approximately 
30 5 months. 

* Temperature regulation of the newborn is maintained by 
balancing the amount of heat produced with the amount of 
heat Jost. It ls easy for the newbom to lose heat through 
‘evaporation, conduction, convection, and radiation. 

* Newborns are vulnerable to heat loss because they have 
thin skin, te subcutaneous fat, blood vessels close to the 
surface, and a large skin-surface area. Immediately after 
birth, newboms lose heat by evaporation because they are 
wet from amniotic fluid or from procedures such as 
‘bathing. In addition, heat loss can occur from radiation and 
‘convection because of the large body surface area 
‘compared with weight. 

* The primary source of heat production when the newborn 
lẹ chiled (cold stress) is the use о! brown fat. If cold stress. 
continues, acute problems such as hypoglycemia, 
acidosis, jaundice, and respiratory distress can develop, 
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, the bluish discoloration of the hands and 
of the newbom is normal. 
Caput succedaneum is the general edema of the head, and 


Ballard scale is used to determine gestational age of 
the newborn. 
|» Newbom screening detects the presence of abnormal 
health conditions before signs and symptoms occur, 
‘enabling early intervention, 
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NCLEX " Examination 


1. Many powerful stimuli send messages to the respiratory 
center of the neonates's brain. Clamping the umbilical. 
‘cord is a powerful: 

1. Sensory stimulus 
2. Chemical stimulus 
3, Thermal stimulus. 
4. Mechanical stimulus. 


2. Apnea in the newborn is defined as cessation of breathing 
for more than: 
1. 5 seconds 
2 10 seconds 
3. 20 seconds. 
4, 60 seconds. 


з. By thoroughly drying the newborn as quickly as possible 
after birth, the nurse prevents heat loss due to: 


4. Which assessment in the newborn would require 
immediate attention in the first few hours after birth? 
1. A pause in breathing 
2. Nasal flaring 
S. Irregular respirations of 60 breatns/minute. 

4. Sounds of moisture heard in the lungs 


5. A nursing student is obtaining a newborn's temperature 
during phase 2 of assessment. The preferred route to 
obtain this reading is 
1. Orally 
2. Rectally 
3. Tympanically 
4. Axillary 


6. A collection of blood between the periosteum and a bone 
of the skull that it covers is called: 


7, Which newbom observation(s) would be considered 

normal? (Select ай that apply.) 

1, The newborn grasps any object that touches the palm 
of the hand. 

2. Cyanosis appears in the hands and feet. 

3. Jaundice develops in the first 24 hours. 

4. Anterior fontanelle is flat and diamond shaped. 

5, White dots are present on the midline of the upper 
palate. 


1, A new father thinks the stockinette cap put on his baby's 
head at the time of bith s "ugly." How would you explain 
the reason for its placement? What else might you include 
in your explanation? 

2. The newborn, 4 hours old, has his first stool. The infant's 
mother is concerned about the color of the stool and asks 
‘whether itis normal. How would you explain this type of 
‘stool to the mother? 


4. Demonstrate three ways to hold a newborn 

5. Demonstrate the proper way to suction the newborn with a 
bulb syringe, 

6. Describe newborn bathing and cord care tò parents. 


KeyTerms — — 
ireumclelon ff. Schr cn p. 197) — 

cord care (р. 186) 

en foca (р. 191) 

‘kangaroo care (p. 188) 


Т. Interpret instructions for parents about nawbom stools and 
voiding pattems. 

8. Discuss care of the circumcised and uncircumcised penis. 

9. Describe pain assessment and contro! in tha newbom. 

10. Explain the discharge care plan, 

11. Discuss five aspects of newborn care that the mother 
should understand before discharge. 


neutral thermal environment (p. 187) 
ophthalmia neonatorum (p. 188) 
retraction (t8-TRÀKcshün, p. 198) 


The nursing care of the newborn is directed toward 
promoting the physical well-being of the baby and 
Supporting the family unit. The immediate care of 
the newborn takes place in the delivery room and is 
discussed in Chapter 7. Because numerous physiologic 
adaptations begin right after birth, immediate nursing 
care is very important. The first goal is to help the new- 
born make the transition to extrauterine life. The sec- 
ond goal is to assess and provide nursing care that 
supports the newborn's health status. The third goal 
is to teach the parents and family members how lo care 
for and bond with the new baby. 
Three phases of newborn care are discussed that 
span from the immediate neonatal period until the 
infant has stabilized in the transition to extrauterine 
life, The three phases of transition are: 
Phase 1: Birth 1 hour- first period of reactivity; 
takes place in delivery room (see Chapter 7) 

Phase 2: One to 4 hours—may take place in the 
labor, delivery, recovery, and postpartum (LDRP) 
room, nursery, or parents’ room; when the 
initial detailed health assessment is completed 
(see Chapter 9) 

Phase 3: Four hours to discharge—second period of 
reactivity; takes place in mother’s room and in- 
volves nursing interventions and family teaching 


This chapter briefly reviews phases 1 and 2 and 
focuses on phase 3. 
А clinical pathway indicates specific care given over. 
period that is related to a planned outcome. 
findudes nursing assessments, interventions, medical 
interventions, teaching, and discharge and follow-up 
care (Clinical Pathway 10-1). 


PHASE 1 CARE: NURSING INTERVENTIONS 


CLAMPING THE UMBILICAL CORD 

AND CORD CARE 

The umbilical cord is initially white and gelatinous in 
appearance. It contains two umbilical arteries and one 
vein in the center of the umbilical cord, Deviations in 
the number of vessels in the cord could indicate a con- 
genital anomaly and must be reported to the health 
care provider. The cord begins drying within 1 to 2 
hours after birth. Bleeding from ће cord or a foul odor 
should be reported immediately. 


Umbilical Vessels 

Ал easy way to remember the number and types of Uh 
Vessels is to use tne mnemonic AVA, which stands lor Artery, 
Vain, Artery. 
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ASSESSMENT 
Nursing 
assessment 
Nursing 
interventions. 
Medical and other 
interventions. 
Teaching 
Dischargeand Coordinate with social worker or Discuss plans for immunization Provide Women, infants, and 
folowup. ‘case manager to determing larnly needs. Children (WIC) or cinic 
home needs and support system, Provide and discuss handout referral and lactation 
concerning nawbom growin consultant. 
апа development and Document screening tests 
follow-up caro. ‘and immunizations given. 
Provide car seat information. 
Arrange retum appointment 
or mother and newborn, 
Provida notine referral 
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After the newborn is stabilized in phase 1 care, a 
disposable umbilical clamp is applied and the cord is 
cut to a shorter length. Before discharge, the parents 
are shown how to care for the umbilical cord stump 
at home. The cord clamp may be removed before dis- 
charge if the cord is dry and crisp, or it may be left on at 
discharge and discarded when the cord falls off, which 
‘occurs within 10 days. Parents are taught cord 
care, which may include dipping a cotton swab in iso- 
propyl alcohol, triple dye, saline, or a solution pre- 
scribed by the health care provider and using it to 
clean around the base of the cord where it joins the 
skin. The cord stump is allowed to dry (Skill 10-1), 
Studies have shown that newborns who have cord 
care involving the application of topical human breast 
milk, or dry care, take less time for cord separation 
and have fewer infection risks (Vural & Kisa, 2006), 


1 Providing Umbilical Cord Care 


ТЫГЕ TE 


To assist the cord in drying and falling off. 


Steps 

1. Check umbilical clamp placement for tight closure. 
There should be no bleeding from the cord. 

2. Keep cord dry and exposed to the air. 

3. Assess the cord for presence of vessels, 

4. Using an alcohol wipe, start from the base of the 
cord and gently wipe upward and outward." 

5. Lift the cord away from the infant’s abdomen 
to facilitate cleansing of all areas. 

6. Observe cord and abdominal area for redness, 
discharge, or foul odor. 

7. Diaper infant, ond be certain the upper end of 
diaper is folded down below the cord so it does 
not rub against the cord. 

8, Document cord care and observations, solutions 
used to cleanse the area, condition of the cord, 
teaching of the parents, and their response. 


Cleansing is done at every diaper change until the cord 
stump falls off. The nurse shows the parents how to 
fold the diaper below the level of the umbilicus so that 
it will not become wet with urine. A cord that is moist 
or red or has a discharge or a foul odor should be 
reported immediately to the health care provider. 


IDENTIFICATION AND SECURITY 

Matching identification (ID) bands are placed on the 
mewborn's wrist and ankle and the mother's wrist 
їп the delivery room. In some hospitals, the partner. 
also receives a wrist band with matching numbers. 
For security reasons, many hospitals have either an 
umbilical clamp or ID wrist band with an electronic 
sensor attached that will sound an alarm if the new- 
born is taken out of the unit (Figure 10-1). The ID band 
is checked by the nurse and mother at any time the 


Tho тузо removes tne umbilical cord clamp wiih a clamo remover 
Бего Ine newborn i discharged. 


Note that the edge of tne deger is folded below Ine umbilical stum. 


“Some hesena ut ole dye. cohol c cher sours per Tasty собу. Cord cria comoiad wi every dacer crange per facit protocol 
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FIGURE 10-1 A, An iertácatcn (0) band wn an sium sensor taches. Note the band on the i ene "а э sensor that d activate an 
arm t тө сн i тетриса from tno unt. B, The nurse сэтге e D band ef Me newborn win te bend on the motor s wnat as a at 


and abing look on. 


newborn is separated or returned to the mother and 
before discharge. The nurse and mother verify the ID 
bands together. 


BIRTH CERTIFICATES 

Birth certificates are completed before the infant is dis- 
charged or within 48 hours of birth, Birth certificates 
include vital data concerning the mother and infant that 
сап be used for research and statistical purposes. Valid 
information can aid in improving public health strategies. 
and formulating public health action plans. Ninety-nine 
percent of all births were registered on official birth 
certificates in 1998 (Northam & Knapp, 2006). 

Birth certificate information is sent to the Bureau of 
Vital Statistics via computer, The data recorded on the 
birth certificate should be reviewed by the health care 
provider to increase the validity and reliability of 
information recorded. Birth certificates are required 
throughout the life of the child for admission to school, 
employment, travel, and so forth. 


THERMOREGULATION 


Maintenance of temperature—or thermoregulation— 
immediately after birth is discussed in Chapters 7 and 
9, The technique of assessing temperature is reviewed. 
in Chapter 9. Maintenance of a neutral thermal environ- 
ment after birth aids the infant in achieving thermoreg- 
ulation. A neutral thermal environment is maintenance 
of an environmental temperature at which oxygen 
consumption is minimal but adequate to maintain body 
temperature (Kenner & Lott, 2007), Strategies to con- 
serve heat and to prevent cold stress in the newborn 
are important nursing responsibilities. Cold stress is 
discussed in Chapter 9. 

The American Academy of Pediatrics (1997) defines 
normal rectal or axillary temperatures to be between 
365° C and 37.5° C (977^ F and 99.5 F). Hypothermia 
is classified as mild if the temperature is 36°C to 
364'C (968 Е to 975 Р), moderate at 320°C to 


359° C (89.6" F to 968° F), and severe if less the 
32.6" C (907 Р). Newborns are at greater risk for hyp 


thermia than adults are because they have a high 
body surface area to body mass ratio, higher metabol 
rate with limited metabolic stores, and immatu 
thermoregulation mechanism. 

Although hypothermia can be a sign of a centr 
nervous system (CNS) infection or metabolic anomal 
about 20% of all normal newborns are seen with hyp 
theemia, and about 50% of newborns have one or mo 
episodes of hypothermia in the first 72 hours of li 
(Li, Sun, & Neubauer, 2004). Hypothermia can caw 
increased cell metabolism, increased oxygen consum, 
tion, hypoglycemia, and other complications in the nev 
bom and should be actively prevented. Strategies 
conserve heat and to prevent cold stress are importa 
nursing responsibilities. 

In phase 1 care, the newborn is placed in а radia 
warmer with а temperature probe on the abdome 
until body temperature is stabilized. In phases 2 ar 
3 care, when the newborn is in the nursery or U 
mother’s room, the baby’s axillary temperature 
recorded every 4 hours (see Skill 9-1). The newboi 
fs wrapped warmly and placed in a bassinet, A hat 
placed on the newborn's head to conserve heat bec 
the head has a large surface area, and the newborn 
dressed in a shirt and diaper only, When the nev 
born’s temperature is stabilized, a bath may be give 
to remove excess blood and vernix. The bath do 
not need to remove all vernix because it provides son 
antimicrobial protection. Until the completion of t) 
initial bath, the nurse should wear gloves and а cov 
gown when handling the newborn (sce Appendio 
А and B). The room temperature should be maintaine 
at 24°C to 25°С (752° F to 77: Р). The newborn 
weighed and measured on admission to the newbor 
nursery. 

‘Skin-to-skin contact, with the newborn placed c 
the mother's naked chest, has been shown to be £ 
effective temperature stabilizer (Galligan, 2006), TI 
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infant is covered with a blanket and may wear a hat. 
Skin-to-skin (kangaroo care) is effective to warm a hypo- 
thermic infant when the mother's temperature is nor- 
mal, her skin is dry, and she is relatively comfortable 
(Figure 10-2). 


ADMINISTERING AN INTRAMUSCULAR 
INJECTION 


The newbom should receive vitamin K (phytonadione 
[AquaMEPHYTON] 05 to 1 mg) (see Skill 7-8). It is 
given intramuscularly in the midanterior thigh (the vas- 
tus lateralis muscle) where the muscle development 
is adequate. Because newborns cannot synthesize 
Vitamin К in the intestines without the presence of 
bacterial flora, they are deficient in clotting factors, and 
vitamin K must be administered as a prophylaxis to 
assist in clotting, 


PROPHYLACTIC EYE CARE 


The newborn can acquire an eye infection, such as gon- 
orrhea or chlamydia, when passing through an 
infected birth canal. Prophylaxis against gonococcal 
Ophthalmia neonatorum, an infection that can cause 
blindness, is required for all newborns. Erythromycin 
(llotycin) ophthalmic ointment is commonly used for 
prophylactic eye care because it produces less eye 
irritation than other eye medications and also destroys 
the Chlamydia organism. Ideally, a single-unit dose 
(new tube) of ointment is used. The ointment is placed 
so that it reaches all areas of the conjunctival sac (see 
Skill 7-9), Tt is recommended that eye prophylaxis be 


FIGURE 10-2. Skin-10-skin contact (kangaroo care). with the mother and 
infant chest bare and with a балы covering tne mother and infant is 
efecto ^ warming a nyoman nant and promotes bonding. can 
be used any tine after bth for term or preterm infants, Note Me 
bloadetaln ол the nat cf the newer from tno nume fetal monitor 
арра during labor 


administered approximately 1 hour after birth to allow 
time for newborn-parent interaction without the 
newborn's vision being disturbed. 


PHASE 2 CARE: ROUTINE NURSING INTERVENTIONS 
WEIGHING AND MEASURING 

Weight 

The infant is weighed in the birthing room or when 
admitted to the nursery (Skill 10-2). Disposable paper 
is put on the scale, and the scale is balanced to zero 
according to its model. The unclothed infant is then 
placed on the scale. The nurse's hand should not touch 
the infant but should be kept just above him or her to 
prevent falis, The weight must be converted to grams 
for gestational age assessment. The normal term new- 
born weighs approximately 3402 g (7 Ibs, 8 ог). The 
normal newborn may lose up to 10% of its birthweight 
in the first week (physiologic weight loss) and regains 
the birthweight by the tenth day, After the first week, 
the newborn typically gains 200 g (7 oz) per week 
(gestational age is discussed in Chapter 15) 


Measurements 

Three typical measurements are length, hend circum- 
ference, and chest circumference. A disposable tape 
measure is used. The tape should not be pulled out 
from under the infant to avoid giving а paper cut. 
Measurements must also be noted in centimeters for 
gestational age assessment, 


‘Average Measurements of the Full-Term Infant 
Weight: 3402 9 (7 tbs, 8 oz) 

Length: 48-53 cm (19-21 inches) 

Head circumference: 33-35.5 cm (13-14 inches] 
Chest circumference: 33-35 cm (12-13 inches) 


Length. There are several ways to measure length, 
Some facilities have a tape measure applied to the clear 
wall of a bassinet. The nurse places the infant's head at 
one end, extends the leg, and notes where the heel ends, 
Another method is to bring the infant to the bassinet or 
warmer with the scale paper, The paper is marked at the 
top of the head, the body and leg are extended, and the 
paper is marked where the foot is located. Length is 
measured between the marks. Still another method in- 
volves placing the zero end of the tape at the infant's 
head, extending the body and leg, and stretching the 
tape to the heel, The average length of the full-term new- 
born is 48 to 53 cm (19 to 21 inches). 


Head Circumference. The fullest part of the infant's 
head is measured just above the eyebrows (see 
Skill 10-2). Molding of the head may affect the 
accuracy of the initial measurement. The average head 


Cover the scale with a barrier, such as a paper pad, 
to prevent conductive heat loss from a cool surface; 
this also helps prevent cross-contamination, 

2. Balance scale to zero after a barrier is placed on the 

"scale. If using a self-adjusting electronic scale, 
ensure the readout is at zero. 

(8. With the newborn in the supine position, place your 

hand above the newborn as a safety measure. (With 

li E movements, the newborn could slide off the 
sale) 

4. Some electronic scales will read “stable” when an 

~~ accurate weight is obtained. An electronic scale 
displays weight both in pounds and ounces and in 


grams. 

5, Write the weight down immediately (such as on the 
paper covering scale). Document on the newborn's 
medical record after returning the newborn to the 
bassinet. 

6. Compare the weight with previous weight and 
normal range of 3402 to 3997 g (7 Ibs, 8 oz to. 
Bilbs, 13 02). 


Length 

1. Place newborn in the supine position with the head 
at the upper edge of the ruler on the scale (can 
measure in the crib). 

2. While holding the newborn so the head does not 
move, use your other hand to press the knee to 
extend the leg along the measuring device. Note the 
length at the bottom of the newborn's heel. 
Document in newborn's medical record. 


the newbom. Note the banier placed under the newborn 
and The nurses hand held above the newborn for safety. Gloves: 
‘oud be wer when handing the nude newton 
Using Paper Tape Measure 
|. Mark paper on which the newborn is lying at the top. 
of the newborn's head and at the end of the 
extended leg. This method is useful when the 
newborn is extremely active. 
2. Compare the length with normal range of 48 to 53 
em (19 to 21 inches) for a term newborn, 
3. Remove the tape by rolling ог lifting the newborn. 
Do not pull the tape from beneath the newborn 
because it could cut the newborn's skin. 


Head and Chest Circumferences. 
1. Place tape under the head and over the prominent 
part of the occiput and above the ear and eyebrows. 

This allows measurement of the largest diameter of 

the head. 

Move tape down to measure the chest at the level of 

the nipples, Measure on expiration. 

j, Compare measurements with normal range for a 
term newborn: head, 33 to 35.5 em (13 to 14 inches); 
chest, 30.5 to 33 cm (12 to 13 inches), 


ы 


а 


А, Measuring the head circumference, The tape ч placed above tne eyebrow and ear and around the ссор. В, Measuring the chest circumference. 


The tape is placed at Ine fr ine, 
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circumference of the full-term newborn is 33 035.5 em 
(13 to 14 inches), 


Chest Circumference, Chest circumference is mea- 
sured at the nipple line. The average chest circumference 
ofthe full-term newborn is 305 to 33 cm (12 to 13 inches) 
(see Skill 10-2), 


PROTECTION FROM INFECTION 

Newboms are susceptible to infection, and prevention of 
infection constitutesa major partof nursing care and par- 
ent teaching, Cracks in the skin, particularly on thenew- 
born's hands, feet, and umbilical cord, are especially 
vulnerable to infection. All newboms are also at risk 
for health-care-acquired infections. Many facilities 
require all personnel who have direct contact with new- 
boms to perform a 3-minute scrub (hands to elbow) pro- 
cedure at the beginning of each shift. The hands must 
always be cleaned, with either soap and water ог an 
alcohol-based hand sanitizer, before and after contact 
with a newborn or any soiled surface. Alcohol-based 
hand sanitizers should be available for use by personnel, 
parents, and visitors. Avoiding cross-contamination is 
an important objective in newborn care. 


Measures to Protect the Newbom trom Infection 


* Persons wha have direct contact with tne newborn should be 
required to perform a f ie (up to the eibows) sorub at ne 
beginning of each shit 

* All heath cara providers should wer clean attire belors 
caring for ina neuem 

* Caregivers should wath their bands again before touching 
{he common numery equipment of another newborn to avoid 
Gross-centarmination. 

* Any person who has an infection should not ba admitted lo 
the maternal-newborn эген. 

* Every newborn should havê his or her own Delli bassinet 
and supple. 

* The umbilical cord area and any broken skin shouid be 
assessed dally for redness, warmth, oF purviant discharge. 

„e mother has an infection, the nurse should consult with 
the health care provider to determine safety of mother- 
newborn contact 


Signs of newbom infection include poor feeding, 
lethargy, and periods of apnea. More obvious signs of 
infection are drainage, redness, and possible odor from 
the umbilical cord stump, eyes, от circumcision site. 


Hepatitis B Vaccination 

‘The American Academy of Pediatrics and the Centers 
for Disease Control and Prevention (AAP, 2009) rec- 
‘ommend that all newborns receive their first vaccina- 
tion against hepatitis B within 12 hours after birth, 
regardless of the mother's hepatitis B surface antigen 
(HBsAg) status It is important that newborns receive 


their second vaccination at approximately 1 month af 
age and their third one at 6 months of age. 


ASSESSING AND MANAGING PAIN 
IN THE NEWBORN: 


‘The nurse is responsible for understanding physio- 
logic and behavioral responses to pain in infants and 
for providing appropriate relief measures. Untreated 
pom in the preterm or term newborn or in early infancy 
сап have long-term effects because pain pathways and 
structures required for long-term memory are well 
developed by 24 weeks’ gestation. 
Several pain assessment tools are available: 
CRIES: A 10-point scale used postoperatively in 
newborns at 32 or more weeks’ gestation that 
assesses facial expression, cry, movement of arms 
and legs, consolability, and oxygen saturation 
(C= сту; А = requires oxygen; I = increased vital 
signs; E = expression on face; S = sleeplessness) 
PIPP: A preterm infant pain profile based on scales 
similar to the CRIES scale 
NIPS: А neonatal infant pain profile based on scales 
similar to the CRIES scale 
N-PASS: A neonatal pain, agitation, and sedation 
scale that considers the above criteria in addition 
to behavior and is а reliable and valid assessment 
tool, even for preterm infants on ventilators 
FLACC: The Face expression, Leg movements, 
‘Arousal and activity, Cry high pitched, and 
 Consolability difficulty ts rated on a 2-point scale 
that gives a score from 0-10 to rate newborn pain. 
Unrelieved pain in the neonate can cause exhaus- 
tion and irritability and slow the healing process 
(Figure 10-3). Pharmacologic pain relief includes the 
use of morphine or fentanyl for severe pain or acetamin- 
ophen for mild pain. Nonpharmacologic pain relief in- 
cludes touching, stroking, swaddling, and nonnutritive 
sucking (pacifiers), Administration of 25% oral dextrose 
during brief invasive procedures has been shown to be 
effective in relieving pain (Chermont, 2009). Reducing 
environmental stimuli and noise, nesting, hugging, gen- 
tle massage, warm blankets, and distraction can also 
be effective. Overstimulation should be avoided. 


PROMOTION OF SAFETY 


Parents should be taught ways to protect their 
newborn {тот injury. For example, never leave the 
newborn alone on the changing table or bed because 
the newborn can roll over and fall. Never prop a bottle 
because it increases the risk of aspiration, choking, 
dental caries, and otitis media. Always leave the side 
rails up on the crib when the parent is not at the bed- 
side, Parents should be advised to obtain an infant car 
seat for vehicle transportation before discharge. Safety 
‘measures in the hospital include verification of mother 
and infant ID bands every time the mother and infant are 
separated or reunited, recognition of employees in the 


FIGURE 10-3 Pain in the newborn. Note tha furrowed brow. cionche 
fit tabi or cry. chin quiver, Increased тосе tone and acthiy 
yrity closed eyes, facial grimace, raised cheeks, deepened nasolabial 
Îd, und open mouth. Daphoress: rapid, shallow respirations: and 
oreesed heart rat and blood pressure also can be observed in ne 
neonate experiencing pai. Pain reet for Ye noonate curing any 
Medical procedure is important. 


unit who wear photo ID badges, and placement of the 
infant bassinet near the mother's bed on rooming-in 
units. 


Precautions to Promote Newborn Safety 


* Nowbome should never be laft unattended on a table or on a 
weighing scale. 

* Newborns should be hek for bottle feedings, Bottles should 
navor be propped because of the potential for sorting up, as- 
pirating, and choking. Propped bottles may also lead to otitis 
meda (ear infection) 

* Newborns should not be allowed to lose body heat. 

* Newborns should be placed on their side айе feeding to 
prevent aspiration. 

* Newboms should be placed on their backs when put to sleep) 
for the night. 

* Bera linen or diapers should not be stored in the crib. 


FACILITATION OF PARENT-NEWBORN 
ATTACHMENT AND NURSING INTERVENTIONS: 


Parent-newborn attachment is promoted by encouraꝶ 
ing the family to be involved with the newborn, such as 
holding, feeding, and diapering, Nearly every contact 
the nurse has with the parents presents an opportunity 
for teaching that can promote their competence in 
newborn care. 

The nurse needs to discuss newborn behaviors, iden- 
tify newborn cues (see Chapter 9), and discuss with par- 
tents how to respond to them. Parents are more likely to 
respond to their newborn when they know 
the newborn's capabilities for interaction, such as hear- 
ing, touch, gaze, eye contact, and facial expressions. 
Parents need to know that most newborns respond pos- 
itively to stroking, massaging, and cuddling. Mothers 
need to be encouraged to hold their newbom so that 
they can have eye-to-eye (en face) contact. Parents will 
want to know that talking or singing to the newborn 
will provide social stimulation, and siblings should be 
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given the opportunity to become acquainted with the 
newborn before discharge (Figure 10-4). 

The brief hospital stay for many mothers requires the 
nurse to set priorities in newborn care. Teaching must 
begin as soon as the parents are ready to participate 
in the newborn's care. Rather than observing а bath 
demonstration, parents are encouraged to participate 
according to their ability as early as possible. 

Itis important for the nurse to continue to assess the 
newborn throughout the hospital stay. The newborn 
should be assessed and clinical findings recorded 
every 4 to8 hours. Assessment includes vital signs, gen- 
eral appearance, skin integrity, color, fluid intake, void- 
ing and stooling, activity (such as crying, irritability, or 
lethargy), and parent-newborn bonding, 

The newborn is cleansed as needed and kept in dry 
clothes, and cord care is demonstrated. Cleaning the 
genitalia after each voiding and stool is important 


FIGURE 10-4 A, А father bonds wet his newborn. В, Sibings need time 
lo bond wath tne new famiy member, 
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because ammonia from the urine can rapidly irritate the 
newborn's skin. in the female newborn, it is important 
toclean from front toback or from the vagina toward the 
anus. See Skill 16-2 for instructions on obtaining a urine 
specimen when urinary tract problems are suspected. 

During the first 24 hours of life, the newborn's skin 
color and sclera of the eyes are assessed for signs of 
jaundice. If the sclera appears more yellow (jaundiced) 
than at birth, a heel stick is likely to be performed to 
obtain the bilirubin level. If the bilirubin level rises 
above 10 to 12 mg/dL, the newborn may be given 
phototherapy (see Chapter 16). 

The nurse should carefully monitor the newborn's 
amount and type of fluid intake. Breastfeeding is 
recorded according to how long and how vigorously 
the newborn sucks (see Chapter 11). Recording of in- 
take includes the amount taken and tolerance for feed- 
ings (e.g. whether the newborn spits up formula and, 
if so, whether it was projectile or forceful), Stools 
should be assessed according to amount, color, and 
consistency, The nurse accurately documents the num 
ber and description of stools and number of voidinys. 

The newborn should not be overdressed. A shirt 
and diaper for clothing and a light receiving blanket 
usually are sufficient. A cap is useful to prevent heat 
loss from the large body surface area of the head. 


PHASE 3 CARE 


PARENT EDUCATION 

Ideally, the nurse demonstrates holding, suetioning, 
bathing, and dressing of the newborn and then observes 
the mother or parents perform each procedure (Figure 
10.5). This instruction may be followed by videotapes, 
pamphlets, group classes, and discharge planning to 
verify the mother's knowledge before she leaves the 
hospital. Follow-up calls after discharge lend additional 
support by providing another opportunity for parents 
to have their questions answered. Available help line 
numbers should be given to parents before discharge. 


FIGURE 10-5 Tre nurse teaches a latner the principes of cord cere. 
дереу, and dressing his newbom 


to Сай the Health Care Provider 

Cali tha health care provider I any of the following signs is 

present 

* Axillary temperature greater than 38* Oo. F) ocless than 
36.1" C (9T P) 

* Dificulty breathing or an absence of breathing tor more than 
20 seconds 

* Changes in skin color: dusky appearance, biveness around 
mouth, or whites of eyes sppesring yellow 

* Discharge, bleeding, redness, or foul odor from cord 

* Bleeding от circumcision sie. 

* Redness, sweling, or discharge trom eyes 

* More than one episode of кисе or frequent vomiting 

* Refusal to fad for two or more consacutive feedings 

Wo or mora green, Watery stools or hard and infrequant 

stools 

No wet diapers in 18 hours or fewer than sik Ge in a 

24-hour period 

* Inconsolable newborn: quieting techniques not effectiva or 
continuous high-pitched ory 


Teaching Points: Parent Education Before Discharge 


* Sate positioning of newbom to maintain an open airway und. 
‘prevent sudden infant death syndrome (SIDS) 

* Оза of bulb syringe for suctioning to prevent aspiration 

* Maintenance of temperature in clothing and bathing intant 
Gord care and prevention of infection 

те infant's capabilites to communicate neods 

* The importance of face-to-tace contact with the newbom 

* Comforting techniques, including touch and swadding 

* Recognizing cue and needs cf infant in providing consistent 
care 

* Feeding (see Chapter 11) 

* Imponance of tolow-up appointments for well baby core. 

* Help Ine numbers avallabie to parents to answer questions 


The interactive Bath 

Initial skin care after the infantis stable involves wash- 
ing the blood, amniotic fluid, and vernix from the skin. 
Until the infant's first bath and shampoo, the nurse 
wears gloves and a cover gown when handling the 
newborn, 

‘Newborn care procedures; such as bathing, provide 
an excellent opportunity for assessment and teaching 
(Skill 10-3), The nurse can emphasize certain basic 
principles of care, including handwashing, cleansing 
the tub, organizing supplies, setting the water temper- 
ature, cleaning the creases in the infant's neck, and 
cleaning the eyes and ears. The use of cotton-tipped 
swabs should be avoided. 

The baby bath is also a unique opportunity to as- 
sess parent-newborn interaction and to help the par- 
ent cape with the behavior cues and responses of the 
newborn to the warmth of the water, the touch of the 


Washcloth, wrapping, drying, and dressing (Ату, 
2001). The nurse can identify techniques of waking 
а sleepy newborn or calming ап active newborn 
Safety precautions can be emphasized, and the inter- 
active nature of the bath can promote parent-newborn 
bonding. 


An important consideration in skin cleansing is the 


preservation of the skin's pH. Alkaline soaps, oils, 


Bathing the Newbo 


PURPOSE 
To cleanse the skin and interact with the newborn. 


Steps 

* Give sponge baths until the umbilical cord site and 
circumcision site are healed; tub baths can then 

n 

* Give a bath between feedings at the most convenient 
time for the baby and family, A bath should not be 
given immediately after feeding. 

* Complete baths are not necessary every day because 
specific areas are washed after diaper changes and 
spitting up milk. 

* After the bath, the baby will likely want to sleep. 


Sponge Bath 
Note that the nurse wears gloves for the first bath of the 
newborn. 
1. Just before the bath begins, test the bath water. 
It should feel warm to the inner wrist 
(approximately 36.7° C to 37.2° C [98° F to 99° FJ). 
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powder, and lotions are not advised because they alter 
the pH of the skin and provide a medium for bacterial 
growth. Therefore, plain water is best for the first 1 to 2 
weeks of life. Patting the newborn dry rather than 
rubbing protects delicate skin. 

Parents may be advised to give sponge baths until 
the cord stumps fall off and the umbilicus is well 
healed; then the newborn may have a tub bath 
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2. The bath will proceed from the cleanest to the most 
solled area of the body: from eyes and face to 
the trunk and extremities and, finally, to the 
diaper area. 

3. Carefully wash and dry each area to prevent heat 
loss. 

4. Keep the baby warm by exposing only the area you 
are washing. 

5. Wash the baby's face with clear water. Use a 
separate clean area of the washcloth (or use cotton 
ball) to wipe each eyelid. Use a clean area to wash 
the outer ear (do not put anything inside the ear or 
пове), 

6. Wash behind the ears, where milk that is spít up. 
may accumulate. 

7. If necessary, clean the nose with a clean corner of 
the washcloth. 

8, Put your hand under the baby's shoulders and lift 
slightly. This allows you to wash the creases of the 
neck. 

9, Wash the vulva of a female newborn, wiping 
from front to back, to prevent contamination of 
the vagina or urethra by rectal content. In the 
male newborn, do not force back the foreskin 
of the uncircumcised penis. Clean the penis 
and scrotal area gently. It is important to 
clean under the scrotum and the folds of the 
scrotum. 

10. The easiest way to wash the hair is to hold the baby 
in one arm using the football hold over the basin of 
water. Soap hair and rinse by pouring water from a 
container aver the head. Then dry hair to prevent 
chilling, 


Continued 
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Baths do not have to be given every day and can be 
given between meals at а time convenient for the 
family to get acquainted with the newborn. It is ad- 
visable to avoid baths just after feeding because ex- 
cessive handling of the newborn could result in 
regurgitation. 


Positioning and Holding the Newborn 
Parents should be taught that the newborn has limited 
control of the head, Therefore, when positioned prone, 
the newborn may raise the head slightly and briefly 
only. Because of this, parents are taught that the 
newborn must be placed on a firm crib mattress and 
should not be placed in a prone position (lying on 
the stomach) when left alone. Most SIDS deaths occur 
while the newborn is in the prone position. The "back 
to sleep" motto remínds parents to place the newborn 
оп its back when positioning for sleep. 

Whenever the newborn is lifted up and held, the 
head must be supported because the head is larger 
than the rest of the body and the neck muscle strength 
is not well developed. There are four basic ways to 
hold the newborn (Figure 10-6). The cradle hold is 
commonly used during feeding. The newborn's head 
is cradled in the bend of the holder's elbow. This hold 
permits eye-to-eye contact, provides a sense of close- 
ness and warmth, and frees one of the holder's hands 
to reach for objects needed, such as the formula bottle. 
The upright position isa way to hold the baby and feel 


Tub Bath 

1, Use a plastic tub or a clean sink for the bath. 

2. Place a small blanket or pad at the bottom of the tub 
for comfort and to prevent slipping. 

3. Place approximately 3 to 4 inches of warm water in 
the tub. The water temperature should be 36.7° C to 
37.2" C (98° F to 99° F) and feel comfortably warm to 
the inner wrist. 

4. Using a clean, dampened washcloth, wash the eyes 
and face with plain water. 

5. The baby may seem frightened and cry when first 
put in the water. Holding the baby securely and 
talking with a soft voice will often help the baby 
adjust to the bath, which is a new experience. 

6. Be certain all soap is rinsed off the baby before 
removing him or her from the tub. 

7. Remove the newborn from the tub and immediately 
wrap in a dry towel. 

8. With the baby in a football hold, gently shampoo the 
hair, rinse thoroughly with warm water, and dry 
with a clean towel. 


secure in supporting the head, upper back, and but- 
оска, It is an ideal position for burping the infant. In 
the football hold, approximately half of the newborn's 
body is supported by the holder's forearm, and the 
head and neck rest in the palm of the hand. This hold 
is ideal for shampooing and breastfeeding, A combina- 
tion of basic infant holds is often used to provide 
warmth and closeness, allow eye-to-eye contact, and 
feed the infant. The colic hold is helpful in quieting a 
fussy newborn, 


Nasal and Oral Suctioning 
During the first few days of life, the newborn has in- 
creased amounts of mucus, and gentle suctioning 
with a bulb syringe may be indicated. The nurse 
demonstrates how to correctly use the bulb syringe 
in removing mucus from the mouth and nose 
(Skill 10-4). Parents should be asked to repeat the 
demonstration before discharge to confirm their un- 
derstanding of the procedure. Parents are advised 
to wash the syringe thoroughly with soap and water 


after each use. A bulb syringe is often sent home with 
the parents, 
Diapering and Diaper Rash 


Newborns void and stool frequently, and diapers must 
be changed when wet or soiled. Clear water or pre- 
moistened wipes are appropriate for perianal cleans- 
ing. However, wipes that contain chemicals and 


FIGURE 10-6 Carrying an infant. 


fragrances can irritate the newborn's skin. Mild soap or 
mineral oil on a cotton pad may be helpful to remove 
some stool from the skin. 

Diaper rash, or diaper dermatitis, is an acute inflam 
mation of the skin as a reaction to contact with urine or 
feces or diaper friction, and develops rapidly ifthe area 
is not cleansed frequently. Whenever serious or pro- 
longed diaper rash is noted, the presence of systemic 
symptoms such as fever or enlarged lymph glands 
should be documented and reported (Jackson, 
2010). Topical barriers such as vitamins A and D 
(АКР) ointment or zinc oxide may be applied to the 
buttocks after washing and careful drying. An anti- 
fungal cream such as Nystatin may be recommended 
for dermatitis lasting more than 3 days and low po. 
tency glucocorticoids such as 1% hydrocortisone 
can be used beneath the topical barrier for 3-5 days 
if inflammation is noted. Bacitracin or Neomycin 
should be avoided because they are common aller 
(Jackson, 2010). If disposable diapers are used, the 
newborn may develop a rash where the skin comes 
in contact with the plastic on the diaper. Because of 
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эде (A), upright (В), оиса (C), 


environmental concems, some parents may prefer to 
use cloth diapers; therefore, nurses need to be able to 
es and disadvantages, as well as 


discuss the advantagy 
the care and disposal, of each. 


Clothing 
Parents are advised to dress the newbom for comfort 
and appropriately for the weather. In general, the new 
bom should wear a T-shirt, diaper, and a light-to- 
medium-weight stretch sleeper. Clothing should not 
be too warm or too snug in warm weather ог too sparse 
in cold weather. Hats should be worn in cool weather or 
when in the sun; because of the newborn's delicate skin, 
care should be taken to protect the skin from sunburn. 

The newborn's clothing should be washed with а 
mild soap. It is important to rinse the clothing thor 
oughly to remove all of the soap residue. The family 
should be advised to avoid detergents and laundry 
softeners because they can leave a residue that can 
irritate the newborn's skin. 

During the first weeks, the newborn may prefer 
being swaddled (Skill 10-5). The newborn feels secure 


г Д 


darie 


ds WO 


PURPOSE — 
To clear the airway of mucus. 


Steps 

1. Compress the ball of the bulb syringe. 

2. Insert the narrow portion into the side of the mouth 
to avoid stimulating the gag reflex, Suction the 
mouth first to prevent inhalation and aspiration of 
mucus during a gasp reflex, which is stimulated by 
nasal suctioning. 

3. Release the pressure on the ball of the bulb syringe 
and listen for the sound of mucus being suctioned. 

4, Remove the bulb syringe and empty the contents 

into a receptacle, 

Compress the bulb syringe and insert into one 

nostril, then release pressure on the bulb to suction 

out the mucus, 

6. Remove the bulb syringe and empty it into a 
receptacle by compressing the bulb, Repeat for the 
other nostril. 


Swaddling the Newborn 


The bulb syringe should be resdiy avaiable to suction mucus fom be 
Infant's mouth and rose. The bulb is compressed balora insertion, than 
‘eased to create suficient suction to remove mucus. The syringa can. 
be eenpiied into an mess basin. The nurse should demonstrate the 
technique of suctonng with а Dub syringe and review clrenng and 
storage ol tne bulb syringe wi the perenta. 


PURPOSE 
To provide warmth and а sense of security to the 
newborn. 


Steps 

Place a small blanket flat on the bed in the shape of a 

diamond, with the top corner folded down slightly. 

2. Place the newborn with the shoulders at the upper 
edge of the blanket. The arm may be placed at the 
baby’s side or positioned so the hand is near the 
mouth. Wrap the right comer of the blanket around 
the newborn and tuck it under the left side. Fold the 
left corner of the blanket over the newborn and tuck 
it under the right side of the infant. 

3. Pull the bottom of the blanket up to the infant's chest 
and secure each corner around the newborn and 
under his or her back (snugly but not tightly). 


when wrapped snugly in a blanket, and the parents are 
able to cradle the newborn with confidence. 


Circumcision 
Circumcision is the surgical removal of the foreskin of 
the penis; parents decide whether to have their son cir- 
cumcised. The decision is usually based on hygiene, 
religious beliefs, culture, or social norms. There is a 
general agreement that the newborn should be circum- 
Sed if the newborn has phimosis, a condition in 
which the foreskin is tight, obstructs the urinary 
stream, and cannot be retracted. The American Acad- 
emy of Pediatrics does not recommend routine circum- 
cisions but acknowledges that there are values and 
Indications for this procedure. The infant should be 
physiologically stabilized before the circumcision is 
performed. Preterm infants are not candidates for 
elective circumcision at birth. 

The circumcision of a Jewish newborn has impor- 
lance as a religious custom. Among Orthodox Jews, 
it is performed by an ordained circumeiser called a 
mohel. The ceremony, called the bris, is performed on 
the eighth day of Ше, often at home. The child is then 
officially named (Figure 10-7). 


FIGURE 10-7 A ritual circumcision. In no Jewish tat", a circumcision 
is caled a bis más ar в рейт at home on the aighi бау of e. 
F 
n Ins picture wearng s tet, су D scart). Ta person who 
Teatri the newborn during he procedure is known as me ae, 
(pictured ол the , this honor is often bestowed on an wider in ne 
Кату. А mni of 10 adults must be present tor he cn 
Tha wina in the foreground a fed to the newborn by a ripple for pain 
reket during the procedure. The naming ceremony is often combmed 
With the crcumcision ceremony, Understanding and respecting the 
lutis and trations of others В an integra part of cutural competence. 
Circumcisons performed in the hosptal before discharge are usualy 
‘performed by ал costetrican winout the бату oresent. Wetten 
structona concerning tne care of Te Grcurmossd ee shouid 
be gven to the parents, 
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Different techniques are used for circumcision. 
Circumcision with the Yellen or Gomco clamp and 
the Plastibell are the most popular, Written consent 
from the mother is necessary before the procedure 
is performed in the hospital. The newborn is placed 
оп a circumcision board. A dorsal penile nerve block 
or application of a topical analgesic is used for pain 
relief, The newborn may also be soothed with a 
glucose pacifier, Pain relief minimizes the changes 
in the normal newborn behavioral patterns, such as 
crying, irritability, and disturbed sleep. Nursing 
measures used are comfort techniques, such as strok- 
ing the newborn's head and talking to him or her 
(Box 10-1). 

Immediately after the circumcision, a sterile gauze 
with petroleum jelly (Vaseline) or A&D ointment is 
applied to the penis. The nurse observes for bleeding 
every 15 minutes for the first hour and then every 30 
minutes for the next 2 to 4 hours. If bleeding occurs, 
it should be reported immediately to the health саге 
provider. Each time the diaper is changed, A&D oint- 
ment or petroleum jelly on sterile gauze should be 
applied to the penis to prevent the diaper from stick- 
ing to it. The circumcision wound usually heals: in 
3 to 5 days. 

‘Two potential complications after a circumcision are 
infection and hemorrhage. The newborn should be 
closely monitored for pain, swelling, bleeding, and 
voiding. If slight bleeding occurs, the nurse applies 
gentle pressure to the site of bleeding with a folded 
sterile gauze pad or sprinkles on powdered Gelfoam 
{according to facility protocol). 

10 the Plastibell is used, no ointment is applied. 
Parents are informed that the Plastibell will fall off in 
approximately 4 to 8 days. If it remains longer, the 
physician should be notified. Occasionally, it may 
require manual removal by the clinician, 


Recommended Protocol for Pain Relief 
During Circumcision 


Eutectic local anesthetic topical cream 
DURING PROCEDURE 


Dorsal penis nerve block or locale at тавал of penis 
= Use of sucrose pacifer 
+ Swadding of upper body 


POSTOPERATIVE 
Swaddieg 
‘Assessment ot рай using par scale 
+ Oral acetaminophen 15 mg/kg every 6 hours as needed 
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Regarding Home Care of Circumcision 


The nurse shou provide the parents with written general in 

structions regarding the care of the circumcised penis: 

* Keep area clean, end change the diaper often. 

* Wash area with warm water. Do not use soap because it can 
de drying to те skin, or baby wipes because alcohol con- 
tained in the wipes can be irritating to the wound. 

* Оо not remove the yellow crust that forms on the wound. 

* Apply the diaper loosely to prevent pressure on the crcum: 
cise area. 

* Check thal the nen hom has at least six wet diapers per day. 

* Report any redness, bleeding. or drainage to the health care 
provider, 


Caring for the Uncircumcised Penis 

The American Academy of Pediatrics issued a policy 
statement in 1999 stating that, although there are 
potential medical benefits of newborn male circumcision, 
thedataarenot sufficient torecommend routine neonatal 
circumcision. When a newborn is not circumcised, spe- 
cific instructions concerning penile hygiene should be 
provided to the parents. These include: 

* Avoid forceful retraction of the foreskin; tearing 
can cause adhesions and phimosis. (Retraction 
is the pulling back of the foreskin over the glans 
penis to expose the urinary meatus.) 

+ Wash the penis with only water during infancy; 
retraction of the foreskin is not necessary, Whitish 
lumps under the foreskin, known as smegma, are 
a normal shedding of skin cells. 

* At toddler age, gentle retraction during bathing 
and drying can prevent accumulation of mois- 
ture under the foreskin. The foreskin should 
always be replaced to its normal position after 
retraction. 

* The school-age child can be taught to retract the 
foreskin gently at least once a week during rou- 
tine bathing. 

* Full retraction of the foreskin may not be possible 
before puberty, and retraction must never be 
forced. 


Cardiopulmonary Resuscitation 

Families should be advised to learn basic cardiopulmo- 
nary resuscitation (СРК) and should be instructed to 
call 911 to summon emergency medical help if the 
newborn stops breathing. While on the telephone, they 
should simply report “My baby is not breathing” and 
then give pertinent information such as their name and 
address, especially if a cellular phone is used. Also, it is 
important not to hang up until instructed to do so by 
the dispalcher; if possible, continue rescue breathing 
while the dispatcher is speaking. CPR courses are 
taught by the American Heart Association and the 
American Red Cross. 


CULTURAL BELIEFS AND PRACTICES 
IN NEWBORN CARE 


Cultural beliefs and practices influence the type of care 
that parents give their newborns. People of Latin 
American or Filipino background may use a bellyband 
to protect the newborn against injury and sickness. 
They may also apply oils to the cord stump or tape a 
coin to the umbilicus to ward off evil spirits. People 
of Asian ancestry tend to pick up and carry the new- 
born as soon as he or she cries. Some Native American 
Indians still use cradleboards to carry their newborns, 
Breastfeeding is common in many cultures, and it i 
not unusual for women to continue to breastfeed until 
their children are 2 years of age. In many cultures, such 
as in Egypt, the newborn is swaddled. Cutting the 
newborn's nails is not done in some cultures; for exam- 
ple, some Vietnamese people believe that cutting the 
nails or hair will cause illness to the newborn, Some 
people of Latin American descent may avoid cutting 
the nails to avoid nearsightedness. In other cultures, 
breastfeeding is delayed because colostrum is consid- 
ered bad. 

Nurses must demonstrate nonjudgmental attitude 
to families with cultural practices different from their. 
own. If the practices are harmful to the newborn, the 
nurse should try to educate the families about the 
concerns related to the practice 


DISCHARGE AND FOLLOW-UP CARE 


In the United States, laws require specific restraint 
systems to be used for infants and children in automo- 
biles (Figure 10-8). The American Academy of Pediat- 
rics (2004) recommends that all parents be advised 
concerning proper car seat use, The car seat in the vehi- 
cle should not move more than 1 inch in any direction, 
and the harness strap should be snug at thearmpit level 
of the child, A rear-facing position in the back seat of the 


FIGURE 10-8 А mother prepares to leave the birth facility, The 
reborn is traced i^ à rear-facing car seat thal в Secured in ne cater 
ol the back seal ofthe sutomobie, Car seats are specu designed for 
infants veunger than ! yaer or weighing les than 9 ka (20 08), 


aris required for infants less than 9 kg (20 Ibs) of youn- 

than 1 year of age to prevent head injury from an ac- 
ident that would cause sudden and forceful head 
Bexion. A newborn should be placed in а newborn. 
‘safety seat that reclines approximately 45 degrees to 
‘maintain an open airway. Car seats designed for chil- 
ren older than 1 year enable the child to sit more up- 
‘right and should be placed in the middle of the rear 
Seat. Special car икин ише for preterm new- 
th special health needs. Special 
ailable to pad the area around 
fhe head and neck of the newborn, or a rolled towel 
‘gan also offer head support. 

Early discharge places the responsibility of health care 
for thenewbor on the parents, Health care professionals. 
wust make every effort to provide instruction during 
heir brief stay. Some institutions provide home care or 
head start programs for the care of the mother and new- 
born. Most pediatricians recommend that all newborns 
have a follow-up office visit within 7 days of discharge 
from the hospital, The parent should be instructed to 
retum to the health care provider if the newborn 
develops fever, lethargy, irritability, poor feeding, signs 
‘of dehydration, ог yellowing of the skin (jaundice). 

The discharge nurse must make sure that the 
mother has at least a minimum “safety net” of the 
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name and phone number of a clinic or private physi- 
cian who will do follow-up visits with her and the 
baby. If she is breastfeeding, the mother should be 
given the name and phone number of a lactation 
consultant. 

The American Academy of Pediatrics recommends 
that parents receive training to give them the ability 
and confidence to care for their newborn. Topics can 
include breastfeeding, bottle feeding, bowel and blad- 
der patterns, cord care, skin care, signs of illness, car 
seat use, and follow-up care. Statistics have shown that 
effective parent counseling can change risk behaviors 
and prevent illness and injuries (Moyer, 2006). 

Throughout the chapter, emphasis has been placed 
оп continuous observation and assessment of the new- 
born and the planning of care that centers around the 
newborn's needs. In addition, parent education and 
discharge planning should be an integral part of the 
care plan. Developing a written care plan that incorpo- 
rates nursing diagnoses and goals is helpful 
to assess the adequacy of the newborn's care and the 
family's ability to perform the care once the newborn 
has been discharged (Nursing Care Man 10-1). The 
‘nurse should help the parents inerease their awareness 
of community facilities available to them, including 
home care visits, when necessary. 


А woman has given birth to her second child. Her husband, older child, and mother are in the room. The grandmother tries | 
. . waa hoping etum wo werk wn sched bua aes 


should. 


Selected Nursing Diagnosis 
Risk for impaired parent/neabornichild attachment related to acceptance of newborn into family 


Outcomes 


Interventions: 


Allow parents time to hold and interact оше сон wth the eiim lê 


‘with newbom as soon as possible 


after birth. 


Assess parents! and sibling's 
perceptions of newborn, 


d into, 2 faces or tuming 
their voices). 


Assess for positive bonding behaviors 
between parents or sibling and 
newborn. Provide praise and 


beneficial in initiating the banding, 


Provides baseline information that wil 
assist in individualizing care plar. 


newborn 

Positive rwinforcement of a behavior 
increases the probability that the 
behavior will be repeated. 


reinforcement when they occur. 


Explain to parents that bondi 
"hat occu race 
grows over time. 


Help normale еді and relieves 
y. When parents do not 


Describe behaviors that can be useful in 
enhancing the bonding process 


Continual 


Nursing interventions 


Sibling will demonstrate 
of newborn (making positive 
statements about newborn, referring 
to self as big brother or sister, 
wanting to hold newborn or assisting 
with caring for newborn, talking 
to newborn). 


Selected 


(holding the newborn in the en face 
talking with the newborn, 
ling the newborn skin-to-skin, 
interacting during quiet alert stage). 
Encourage extended family members to 
hold and interact with newborn, and 
rovide reinforcement when positive. 
bonding behave are observed. 
Allow siblings to participate in care of 
newborn. 
Acknowledge sibling as big brother or 
sister. 


Instruct parents that behaviors of 
regression to earlier childhood stage 
эге normal sibling responses to a new 
baby in the home. 


Instruct parents to spend. 
individualized time with 
Older child and to encourage 
visitors to acknowledge and spend 
time interacting with sibling, 
Encourage parents to allow 
sibling to attend and help open 
gifts at baby showers, 


M sibling is early preschooler or 
younger, encourage parents to 


purchase a it to give to the child 
гот "baby" brother or sister. 


Tell siblings what they are able to do 
that the baby cannot do because of his. 
ог her size and age. 
Ш sibling is initially resentful of new 
baby, do not leave him or her alone 
in the same room. 


Grandparents and other extended 
famiy arbers oli end ob ve 
opportunity to bond wi 
newborn. 


Provides feelings of enhanced 
self-esteem. 

Enhances self-esteem and helps sibling 
identity with new role. 

Provides knowledge of normal coping 
behaviors that will decrease 
incidence of parents belittling or 
punishing sibling for reverting to 


Provides older child with a sense of 

belonging and decreases feelings 
ү about newborn. 

getting presents 

Many young children will not 
understand that the haby cannot 
purchase gifts and thus will be 
thrilled that the baby cares enough 
about them to give а gift. 

Enhances self-esteem. 


Prevents from being inflicted: 
— — 


Nursing Diagnosis. 
Parental role conflict related to demands of fulfilling multiple roles (mother, wife, employee, and student) 


Expected Outcomes 


Nursing interventions 


Rationales 


Patient will state she feels more 
‘comfortable about assuming 
parental role, 


Patient wil describe a plan for 
ini Bor Me SA фе et runt 
of stress possible. 


Encourage patient to verbalize concerns 
by using therapeutic communication. 
techniques, 


Reinforce parent skills necessary for 
caring for newborn. 


Encourage the patient to evaluate 
current commitments and to 
determine whether any lifestyle 
changes can be made. 


Having patient verbalize concerns 
provides baseline information for the 
development of a plan to address 
them. Therapeutic communication 
techniques such as broad opening 
statements encourage patients to 
Shure thes ough whereas 
techniques such as reflection and 
restating assist the patient in 
developing her own sohitions for 
perceived problems. 

Increased knowledge and improved 
ability to perform skills alleviate 


and enhance patient's 
mice led in лил 
rental oes 

during times of stress, parents will 
‘exhibit less skill in problem solving 
and will exaggerate the problem, 
‘making it more than it really is. The 
nurse can assist in developing a 


Selected Nursing Diagnosis 
Compromised family coping related to intergenerationa) and cultural conflicts regarding child rearing 


Expected Outcomes Nursing interventions _Retionsies 


Family members will formulate a plan 
of mutually decided on boundaries 
for each of thei roles as they relate 
to the newborn 


a 
2 ie 
Wee family members 
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Rationales 


Assist the patient in identifying 
nonessential activities or those 
she can delegate to others. 

Assist patient in identifying support 

who are available 

Encourage patient and spouse to 
practice ongoing open 
‘communication to discuss 
changed role expectations and 
concerns. 

spud tne wiin nebo 

wit 
each day. 


Encourage patient to plan at least two 
dotes per month with spouse. 


Encoura 
somet 


patient to try to include 
in her daily schedule. 

that she enjoys. 

Reassure patient that many women are 
able to successfully balance family 
duties and careers. 


Allow extended family members to 
visit frequently during 
hospitalization 


Stress the significance of grandparents’ 
and extended family members’ 
involvement in the child's growth 
and development 


Discuss the importance of showing 
for one another and for not 

making critical remarks about 
another family member's behavior 
in front of the child. 

Encourage family members to discuss 
concerns and expectations regarding 
roles and child-rearing practices, 


Teach importance of communicating. 
in a clear, concise manner. 

Reassure parents that they have the 
ultimate decision-makin 


8 
to raise 89 


Teach the im; of the couple 
‘maintaining a united front when 
communicating with extended 
family members 

Teach parents that there is often more 
tham one way to accomplish. 
something correctly, and unless an 
action is medically, emotionally, ог 


realistic perspective of the situation 
and goals to achieve desired outcome: 

Reduces the current level of 
commitment and allows more time for 
interacting with the newborn. 

Provides physical assistance and 
emotional support 

Communication is an essential part of 
the marriage relationship and allows. 
‘each partner to understand what the 
other is feeling and desiring. 


Encourages bonding by allowing patient 
to focus all her attention on the 
newborn, Emphasizing this as а 
priority alleviates guilt of abandoning 
Other tasks during this time. 

Spending uninterrupted time alone with 
spouse provides time to build the 
marriage relationship. 

Taking time to pamper self will help 
alleviate tross associated with 
increased responsibilities. 

Provides hope and reassures patient that 
she is not alone in her situation, 


Allows time for bonding with neonate 
and for the opportunity to assess 
family processes that may require 
intervention, 

In addition рее love. 221 
эш con pass оп family 
ш: ог cultural practices that 
сап enrich the lives of family. 
members. 

As the child grows in understanding, 
he or she can experience confusion 
and emotional conflict when exposed. 
to criticisms of loved ones. 


Establishing open communication. 
Jess way of Jetting desires be 
own and allows for resolution of 


differences, 
Decreases misunderstandings. 


Helps alleviate guilt and provides 
‘parents with permission to act freely 
according to their desires when their 

differ from those of extended 
family members. 

Avoid assigning blame, which can 
damage relationships, and prevents 
others from having their way though 
‘manipulating the parents. 

Allows for more flexibility in child 
rearing and for family members to 
interact in an individualized manner 
with the newbom, Increasing a 


Continued 
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the NCLEX 


* A clinical pathway is a tool used to indicate specific 
interdiscipliary care within a specified timaline that is 
related to a planned outcome, It includes activities such as 
‘nursing assessments, interventions, teaching, medical 
interventions, and discharge and follow-up care. 

* Nursing care of the newbom is directed toward promoting 
physical well-being of the newborn and supporting the 
familly unit. 

* Nursing goals during phase 1, the Immediate care of the 
newborn, Include clearing the airway. clamping the cord. 
regulating body temperature, evaluating the 
cardiorespiratory function, Apgar scoring, identifying the 
newborn, recording information about the birth, and 
beginning the bonding process. 

* Procedures carried out in phase 2 newbom care include 
the weight and measurement of the newborn, prophylactic 
eye care to protect the newborn from infection, 
intramuscular injection of vitamin K to prevent bleeding, 
cord care, and stabilization of the newborn's temperature. 

* The first hepatitis B vaccination may be given within 12 
hours after birth, 

* Because of the mother's brief hospital stay, It is critical tor 
nurses to use every opportunity to teach the mother and 
family how to care for the newbom, such as general 


Expected Outcomes Nursing Interventions. Rationales 
‘morally contraindicated, itis not child's exposure to new and different 
harmful for children to be exposed to experiences can enhance leaming. 

а variety of ideas and experiences. 
Assist family members in developing a When conflicts occur, those 
mutually acceptable plan for their emotionally involved often require 
role in the newborn's life. the assistance of an outside party to 
View the situation in а realistic 
manner and to reach an agreeable 
resolution to the conflict, 
Refer to parenting and grandparenting Increases understanding of current 
classes, trends in child-rearing practices and 
helps them learn important strategies 
that can enrich the Ше of the 
newborn. 

Critical Thinking Questions. 

1. The oldest sibling of the newborn is crying and seeking attention. What suggestions would you give the mother to help the 

sibling bond with the newborn? 

2. You have just completed a teaching session with the parents regarding how to care for their newborn. The parents state 

they do not think they can remember so much information. What can you do to help them feel better prepared for their 
newborn after discharge? 


hygiene, feeding, elimination, transporting, and when to 
cali the health care provider. 

* After the circumcision. the newbom is observed closely for 
signs of bleeding, inability to void, and Infection. 

* Ifihenewbomnisnotcircumcised, information concerning care 
‘of the uncircumcised penis should be given to the parents, 

* Safety precautions must be emphasized to parents. The 
nurse should teach safety measures to avoid injury, such. 
as never leaving the newbom alone on a table, proper 
positioning of the newborn, performing oral and nasal 
‘suctioning to clear the airway. preventing chilling or 
‘overheating of the newborn, and using an infant car seat 
when riding in a vehicle. 

* The nurse should teach parents signs of liness in newborns, 
which include a temperature above 38 C (00.4 Р), refusal 
of two or more consecutive feedings, lethargy, more than 
one episode of forceful vomiting, pallor, cyanosis, and 
absence of breathing for more than 20 seconds, 

* Parent-newborn attachment is а process that needs 
encouragement for the development of newborn trust and 


bonding, 

* At time of discharge, several areas of teaching should be 
assessed, preferably by an interactive review of the. 
checklist that Is given to the mother. The teaching provided 
‘should be documented. 


бо to yout Study Guide оп pagas 491-49 for additonal Reve 
forthe NOLEX* Examination, Critical Thinking Clinical Stations, 
э oer leaning acts to helo you master ths chapter content. 


 @volve бо to your Evolve website pd / e еее convoiter? 

maternity} for the following FREE leaming resources: 

+ Animations. 

«Annes Guidelines tor chen Тигил Questons 

+ Aneners and Rationales for Review Questons for the NCLEX* 
Батипа 

* Concept Map Creator 

+ Сонау wt pronuncatrs п Ent and Spanish 

+ Patent Teaching Pans 

+ Sits bo ume Checks and more 


ё nire Resources 

* hito;/sapookcy aopublcatons cd / op eue 105/2454 
* Wen carseat org 

* Wifi сот 

* Hw necast org 

* Win sald org 

e waw vachas comguest dispaichas/neonalal pen himi 


Re 


!, Phase 2 of newbom care typically lasts trom: 
1, Birth to 1 hour 

2 1 to 4 hours 

3, 4 hours to discharge 

4. After discharge. 


2, The nurse is preparing vitamin К (AquaMEPHYTON) for a 
newbom, which will be administered: 


Questions for the NCLEX 


3, The Centers for Disease Control and Prevention (СОС) and 
the American Academy of Pediatrics (2009) recommend 
that all newborns receive their frst vaccination against 
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1 AL6 months of age 
4. No later than 12 months of age 


4, Which statement made by the parents of a newborn would 

indicate the need for further teaching? 

1, "The newbom's clothing should be washed with mild 
soap," 

2. "| will place my newborn in the prone position for the 
best sleep,” 

3. “My newborn should wear a hat in cool weather." 

4. "During the first weeks my newbom may praler being 
swaddled " 


5. Regarding caring for the newborn with an uncircumcised 
penis, parent education should include which instruction(s)? 
(Select ай that apply) 

1, Avoid forcetul retraction. 

2 Wash with mid soap and water, 

3. Report appearance of whitish lumps under foreskin, 

4. By school age the child can be taught to retract the 
foreskin gently at least once а week during routine. 


bathing. 
5. Full retraction of the foreskin may not be possible 
‘before puberty, and retraction must never be forced. 


6. Individuals from which culture may avoid cutting the. 
newbom's nails to prevent nearsightedness? 
1. Latin American 
2 Asian 
3. Filipino. 
4. Native American 


1. Parents are receiving their discharge instructions for their. 
first child, They asked tor clarifications such as whether it 
ө necessary to put the newbom in the car seat when it 15. 
"justa Ие way home" and when the umbilical cord wil fall 
‘off, You know that these points have already been 
discussed. What factors could be involved with the 
lack of retention of your previous instructions? 


2. Parents wantto be prepared when they take their son home, 
They have observed the nurse suction the baby with a bulb. 
syringe. They are visibly upset and ask you if something 
is wrong with their son. What should you toll them? 


1, Define koy terms isted. 

2. Discuss the cultura influences related to the choice of 
breastfeeding or bottle feeding the newborn, 

3. Explain the physiologic characteristics of lactation, 

^4. Discuss the dietary needs of the lactating mother. 

5. Compare the nutrients of human mik with those of cow's 
тк. 

6. Discuss breastfeeding in relation to advantages, cure of ne 
breasts, et and fluids, newbom responses, and secretion 
of drugs in breast mik. 


Key Terms 
colostrum (ka-LOS-tram, p. 207) 
engorgement (én-GORJ-mént, p. 208) 
foremilk (p. 207) 

galactogogues (gàh-LAK-té-gógs. p. 204) 
hindrmilk (HIND-mik, p. 207) 

lactation (lk-TÀ-shün, p. 208) 


7. Compare various matemel and newborn positions used 
during breastfeeding, 

в, Identity principles of breast pumping and mik storage. 

9. Iustrate techniques of formula feeding. 

10, Discuss the various types of formula and their preparation. 

11. Explain nipple confusion, 

12. identity contreindicationa to breastfeeding. 


milk-ejection 
oxytocin (6ks-8-TÓ-sin, p. 206) 
prolactin (pró-LÁK-I, p. 208) 
‘satiety (sh-TI-à-tà, p. 208) 


For many women, breastfeeding or bottle feeding the 
newborn is a satisfying but sometimes anxiety- 
provoking task. Besides providing essential nutrition, 
feeding is an important mechanism in the formation 
of the newborn's emotional development and the 
trusting relationship between the newborn and the 
mother or family. The decision whether to breastfeed 
ог bottle (formula) feed is usually made during 


pregnancy. 

Feeding the newborn should be an enjoyable and 
pleasurable task for both the newborn and the parent. 
It is a time when the parent and newborn can get to 
know each other. The nurse plays ап important role 
in assisting the mother in either breastfeeding or bottle 
feeding her newborn. Education, including discussion 
of common concerns, will help the parents smoothly 
assume one of their important new tasks of parenting, 


CULTURAL INFLUENCES 


Cultural attitudes and beliefs vary about breastfeeding 
the newborn, Modesty and embarrassment may pre- 
vent the woman from breastfeeding in the hospital, 
and she may prefer to begin to breastfeed after she is 
home, This is often true of mothers from Asian and 


Muslim cultures. Mormon women believe that breast- 
feeding is an important part of motherhood. Mothers 
from some cultures believe that colostrum is unclean 
and therefore should not be given to newborns. Some 
recent or first-generation immigrants to the United 
States come from countries where breastfeeding is the 
norm and see formula as a symbol of a new way of life. 
‘The hot-cold theory of health and iliness is common 
to many cultures. Because the postpartum period is 
considered a "cold" condition, only approved "hot" 
foods are eaten after delivery. Chicken, honey, rice, 
and hotsoup may be preferred, whereas salads and iced 
drinks will be refused even by a hungry mother. In 
some cultures, mothers use galactogogues (breast milk 
stimulators), and the nurse must be aware of such requ- 
ests in the form of beer, brewer's yeast, or sesame tea. 
Health care personnel who casually ask whether 
women are planning to breastfeed or bottle feed may 
imply that they are equal in value if the advantages 
and disadvantages are not carefully explained 
(Table 11-1), Americans value fast food and may not re- 
alize the ready convenience and low cost of breast milk 
compared with formula. When a mother plans to re- 
turn to work after the birth of the baby, she may not 
know that her breast milk can be easily expressed, 


development. 
Breast mik is easly digested. 


| Intants are less likely to be overfed or obese, 


оп kidneys. 
| Broast mik hae natural laxative effects. 


It allows more participation fer family members. 
It provides more freedom for mather. 
Feeding in public is less stressful. 

Mother does not have to worry about taking medications. 


‘or тойугу diet, 
‘Combined oral contraceptivos can be resumed postpartum. 


Js ang). 
Formula takes longer to digest, so newbom eats leas often, 


stored, and fed by bottle by the caregiver. Although 
one of the goals of Healthy People 2010 was to have 
75% of new mothers breastfeed, and the American 
‘Academy of Pediatrics (AAP, 2007) recommends 
breastfeeding as the optimum nutrition for newborns 
that should be continued through the first year and be- 
yond, the final decision is with the parents. The nurse's 
role is to educate the parents concerning their choices, 
promote feelings of confidence and competence in 
feeding techniques, and accept the feeding choice of 
the parents. Nurses should be alert to mothers who 
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Breast тс contains less sodium and protein than cow's mik 
Kidneys 


| Yt produces less nitrogen waste, which provides lass of в bunden 


Others can participate in burping infant after feeding is complet. 


It allows easy monitoring of intake (know How much newborn 


HIV from infected mother may be transmitted to newborn 
Ма breast milk, 

e 
т\к to the newborn and. 


Formula may not provide natural fatty oe to promote 
neurologic development. 
Formula does not provide newbom with immune bodes 


that nurtures bonding for both infant and mother. 


need encouragement if they desire to breastfeed bu 
who may not do so because of a lack of knowledg 
and support. 

Success or failure that a mother achieves in breast 
feeding may determine her feelings about being a 
adequate mother; therefore, the choice to breastfee 
is an important one. The mother needs to be comfori 
able with what she is doing and enjoy the experienc 
for breastfeeding to be successful. 

‘Americans value breastfeeding as а natural rigt 
and have supported laws that allow breastfeeding i 
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public. Knowledge of breastfeeding laws can create a 
more supportive breastfeeding environment. Nurses 
play an important role in supporting breastfeeding leg- 
islation and educating parents concerning their rights 
and resources. As of 2004, only two states, Oregon and 
Utah, had met the Healthy People 2010 goals of having 
75% of mothers’ breastfeed (Centers for Disease Con- 
trol and Prevention [CDC], 2005). 

Laws that foster а supportive environment for 
breastfeeding may encourage mothers to breastfeed 
even when not at home. Breastfeeding-supportive 
laws include clarification that breastfeeding is not part 
ol indecent exposure, lewd conduct, or sexual miscon- 
duct in public (National Conference of State Legisla- 
tors, 2010). A federal bill, H.R. 2236, may have 
allowed breast pumps to be a deductible medical ex- 
pense. The National Alliance for Breastfeeding Advo- 
сасу (NABA) collaborates with many organizations to 
promote a supportive social environment for breast- 
feeding. Currently, NABA is designing а universal 
logo that is posted at public sites, such as airports, to 
indicate protected breastfeeding sites, much like the 
universal logo for men's or women's restrooms. 


NUTRITION DURING LACTATION 


‘The mother must maintain her own nutritional stores 
while providing for the infant through breastfeeding. 
‘The mother needs 500 calories more than her nonpreg- 
nant diet each day, selected from the various major 
food groups. Protein intake should be 65 mg/day, 
and calcium intake should match pregnancy require- 
ments. Vitamin supplements taken during pregnancy 
are often continued during lactation. It is recom- 
mended that 8 to 10 glasses of noncaífeinated liquids 
be consumed each day. Some foods eaten by the mother 
may change the taste of her breast milk or cause the in- 
fant to have gas. Ifa mother suspects a certain food she 
consumes is causing fussiness or gas in the infant, she 
сап eliminate it from her diet for a few days to deter- 
mine whether the infant has fewer problems 

Many drugs taken by the mother can be passed to the 
infant via breast milk and should be taken on the advice 
of а health care provider only. In some cases, timing 
the drug dose so that it passes its peak of activity before 
the infant is put to the breast can reduce the amount 
delivered to the infant. See Chapter 4 for drug-risk cat- 
egories, Chapter 5 for specific nutritional needs for 
pregnant and lactating women, and Chapter 21 for com- 
mon herbs used or contraindicated during lactation. 


PHYSIOLOGY OF LACTATION 


Lactation (the secretion of milk) is the end result of 
many interacting physiologic factors, including the 
development of breast tissue and duct system, primar- 
ily under the influence of hormones (estrogen, 


progesterone, and human placental lactogen [hPL]}) 
In addition, hPL stimulates the alveolar cells of the 
breast to begin lactogenesis (milk production), so that, 
by the later part of pregnancy, the breasts secrete colos- 
trum, а thick, creamy fluid. After the birth of the new- 
born and the delivery of the placenta, the hormones 
estrogen, progesterone, and hPL decrease rapidly; 
causing а rapid increase of prolactin secretion, 
Prolactin, secreted from the anterior pituitary gland, 
stimulates milk production, which is then enhanced by 
newborn suckling. Suckling also causes the posterior 
pituitary to secrete oxytocin, producing the let-down 
‘reflex, or төбе», which causes the milk 
to be delivered from the alveoli (milk-producing sacs) 
through the duct system to the nipple (Figure 11-1). 
The mother usually feels a tingling in her breasts when 
this reflex occurs. The woman also often feels abdom- 
inal cramping because oxytocin stimulates the uterus 
to contract, which helps with postpartum uterine 
involution, 

By the third or fourth postpartum day the prolactin 
effect on the breast tissue is evident, and the hormone 
is present in sufficient amounts to cause engorgement 
(congestion or distention) of the breasts, At this time, 
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FIGURE 11-1 Efect of prolactin and oxytocin on milk production, 
The infant sucking on he brasst mates nerve fers n te areola 
© the ripple that travel to tha hypothalamus. Te hypothalamus 
simulates the anterior plutan to secrete prolactin; Физ им 
mêk production ага stimate the postere bieten lo relase 
кус. wich causes a К-с rele, contracting the ово in 
e breast and squeseng mih cut піс te nipple ала Ko Ine itant. 
Sudden ales һер contract he uterus. 


milk begins to replace the colostrum. Once lactation 
has been established, suckling is the most important 
stimulus for the maintenance of milk production. 


Three types of milk are produced during the establish- 
ment of lactation: colostrum, transitional milk, and 
mature milk. Colostrum is produced for the first 3 or 
4 postpartum days; it contains high levels of anti- 
bodies, protein, minerals, and fat-soluble vitamins. 
Although it is high in protein, it is fairly low in sugar 
and fat and is therefore easy to digest. It is rich in 
Immunoglobulin (antibodies), which helps protect 
the newborn's gastrointestinal tract from infections. 
‘Therefore, colostrum helps establish the normal intes- 
tinal flora in the intestines, and ils laxative effect 
speeds the passage of meconium, 

‘Transitional milk comes in the od between 
colostrum and mature milk, which is about 5 days to 
2 weeks. The composition of the milk changes, and lac- 
tose, fat, and calories increase, Mature milk, the final 
milk produced, looks similar to skim milk (somewhat 
bluish), which leads some mothers to question 
whether their milk is rich enough to give to their new- 
barns, Nurses need to explain that mature milk con- 
tains approximately 22.5 kcal/oz and is just right to 
meet the newborn's needs (Table 11-2). 

‘The percentage of calories derived from protein is 
lower in breast milk than in formulas, with a greater 
proportion of calories from carbohydrates in the form 
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of lactose. The amount of fat in breast milk varies 
during the Sending бий Uno at pre in the 
the end of the feeding, 


enzymes that aid digestion. 
Lipase in breast milk helps the newborn digest fat 
Fluoride is present in breast milk if the mother drinks 
fluoridated water. However, a supplement of fluoride 
may be prescribed in the form of newborn vitamins 
with fluoride if the family uses bottled water or well 
water, Fluoride is needed for the development of 
healthy tooth enamel. 

The immunologic benefits include protection 
against several bacterial and viral diseases, especially 
those of the respiratory and gastrointestinal tracts. 
Lactoferrin, which is secreted in human milk, is be- 
lieved to play a part in controlling bacterial growth 
in the gastrointestinal tract. Immunoglobulin A, pre- 
sent in colostrum and breast milk, protects against 
the development of many allergies. immunoglobulins 
to the poliomyelitis virus are also present in the breast 
milk of mothers who have a passive immunity to the 
virus (see Table 11-2). Breast milk also contains long- 
chain polyunsaturated fatty acids and amino acids that 
promote eye and neurologic development. The level of 
docosahexaenoic acid (DHA) (an omega-3 fatty acid) 
in breast milk is directly related to the amount of 
DHA ingested by the mother in her diet. Sources of 
‘omega-3 fatty acids include fish such as salmon, her- 
ring, mackerel, and lake trout and oils such as canola, 
hempseed, soy, walnut, and soybeans (see Chapter 5), 


Lower amount but sufficient; contains more lactalbumin rene, сопла пето casei 


(because сау digestible, provides ideal quantity) 
Varas; Sweat in morning and Honest in taroen, used 
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роону absorbed (commercial formulas 
often add fat source such as com oj 


Lactoferrin in human mik enhances 


Enel атош ни bee boron теп cow TK 
кол absorption 


[Lower amount of these minerals: imposes a lower solute: 


Joad сп newbom's kidneys 


БА 0б, ЮМ protect néwbom from infections (diaries, 
e ers ло estie 


infants rarely alergic to human. 
Marit er anim rg t ma 
in newborms) 
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Alergy lo cow's mik possible. 
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The World Health Organization (WHO) recommends 
adding DHA to formula feedings to benefit the central 
nervous system, cognitive, behavioral, and eye devel- 
‘opment of the newborn (Blanchard, 2006) 


BREASTFEEDING 


PREPARING THE BREASTS 

Flat or inverted nipples can be treated during preg- 
nancy, but interventions can begin after birth. Flat nip- 
ples can be rolled between the mother's fingers just 
before feeding to help them become more erect so that 
the newborn can more easily grasp them. Hoffman's 
exercise can be started after the newborn is born. In 
Hoffman's exercise, the fingers are placed on the areola 
and gently pulled apart to stretch the tissue. This helps 
release adhesions that may cause the nipple to be 
inverted, The exercise is repeated with movement of 
the fingers around the areola, Babies can usually learn 
to breastfeed even if the nipple is not completely erect, 
Newer ultra thin nipple shields are artificial nipples, 
usually made of а soft, thin material and worn over 
the nipple of the mother's breast; they may be used 
in special cases such as nipple soreness or latch-on 
problems. However, prolonged use can result in 
decreased milk production because the maternal milk 
sinuses are not compressed adequately by the suckling 
newborn, Lengthy weaning of the infant to the natural 
breast nipple may also become a problem. The use of 
breast shields should be monitored by a lactation 
specialist. 

Preparations for the mother include voiding, wash- 
ing her hands, and assuming a comfortable position. 
The importance oí the mother washing her hands 
before putting the newborn to the breast should be 
emphasized because the hands are the primary source 
for the spread of infection. 

Many hospitals have a lactation specialist who is 
available to assist the woman in breastfeeding, On dis- 
charge, the mother should be given the telephone 
number of a referral group, such as the La Leche 
League, that will assist her with a telephone call if a 
problem arises. Lactation specialists also have private 
practices, making home visits for a consultation fee 
(Figure 11-2), 


FREQUENCY AND LENGTH OF FEEDINGS 


Because breast milk is digested more quickly than for- 
mula (usually within 2 hours), the newborn needs to be 
fed every 2 to3 hours. Also, in the beginning, the new- 
born's stomach capacity is small. Newborns who аге 
fed frequently during the daytime may, on average, 
have longer sleep periods during the night. Until 
meconium is passed, the newborn may consume 15 
1030 mL per feeding, By 1 week of age, the neonate will 
consume 60 to 90 mL during each feeding, 


FIGURE 11-2 Lactation npecalet vs the home to help the mother 
‘wth broartlescing заседе 


Readiness for feeding can be determined by observ- 
ing the newborn's behavior, Rooting, sucking, hand- 
to-mouth activity, crying, and alertness are clues that 
the newborn is hungry. Crying is often a late sign of 
unger. Mothers often notice the sensation of the let- 
down reflex (tingling, fullness, stinging) or have milk 
leakage when they think of getting ready to nurse. This 
сап also happen when they hear the newborn сту. 
The let-down reflex can be inhibited or stimulated by 
the mother’s state of mind (embarrassment ог anxiety 
about breastfeeding), Generally, the newborn is placed 
for approximately 15 minutes of suckling on the first 
breast, followed by the other breast until the infant is 
satisfied. The mother should allow the first breast to 
completely empty before placing the infant on the 
other breast. Parents should be informed that short 
pauses in suckling are normal during nursing, 

The average time for breastfeeding is 15 to 20 mi- 
nutes per breast, If the feedings are too short, the infant 
may get only the foremilk and will be hungry sooner if 
he or she does not get to the richer hindmilk. Engorge- 
ment can occur if milk is not removed from the breast, 
and milk production will decrease if suckling is not 
adequate to empty the breast. The infant should be 
burped after feeding. The next breastfeeding session 
should begin on the breast opposite the one started 
at the last session (alternate starting breasts), The 
mother should be taught to take her cues from the new- 
bom to determine when the newborn is full, such as 
the slowing of the newborn's suckling pattern: the 
newborn falling asleep; and the mother's breasts feel- 
ing soft and empty, which indicates satiety (fullness to 
satisfaction), 

The anxious mother may ask how she сап tell 
whether the newborn is getting enough milk. The 
nurse can help the parent listen for sounds of swallow- 
ing as the newborn sucks and identify changes in be- 
havior that indicate newborn satiety, such as falling 
asleep after breastfeeding. Having at least six wet dia- 
pers and several stools in а 24-hour period is also 


indicative of adequate intake. Palpating the breasts be- 
fore and after breastfeeding will also reveal а change 
from firm, engorged breasts to soft, “empty” breasts af- 
ter breastfeeding. These signs of successful breastfeed- 
ing will be reinforced by the weight gain the newborn 
shows after the first week and during the follow-up 
clinic visits. 


TEACHING FEEDING TECHNIQUES 

Positioning 

Both the mother and the newborn must be comfortable 
during breastfeeding. Using different positions is im- 
portant because this varies the pressure points on the 
nipple and areola, which helps prevent nipple sore- 
ness. The mother may prefer the cradle hold, football 
hold, or side-lying position (Figure 11-3). 

Some mothers prefer to sit up in bed or in a chair 
and hold the infant in a cradle hold with the infant's 
head in the mother's antecubital area. To prevent 
fatigue, the infant's body can be supported by a pillow, 
and the mother's arm should be supported by pillows 
or the armrest of the chair. The newborn must be ina 
chest-to-chest position with the mother to avoid the 
need to turn the head to latch on to the nipple. Turning 
of the infant's head may interfere with swallowing and 
places pressure on the mother’s nipple, which can ге- 
sult in discomfort. 

With the football hold, the mother supports the 
newborn's head, with the body resting on pillows 
alongside her hip. This hold allows the mother to see 
the position of the newborn's mouth on the breast; this 
position is helpful for mothers with large breasts. This 
position also avoids pressure against an abdominal 
incision 

The side-lying position avoids pressure on the ері 
siotomy or the abdominal incision from a cesarean 
birth. Pillows are placed behind the mother's back to 
increase her comfort. Folded blankets or pillows can 
be used to elevate the newborn to breast level so that 
there is no tension on the nipple. Pulling on the nipple 
can make it tender and sore. The newborn's head and 
body should directly face the breast (Figure 11-4). 


Hand Position 
Once the newborn is properly positioned, the mother 
should hold her hand in a C position, supporting the 
breast from below and placing her thumb above the 
nipple and her fingers below the areola, It is impor- 
tant for the newborn to get enough of the areola in 
his or her mouth; otherwise, suckling will be directly 
on the nipple. For the newborn to obtain milk from 
the breast, the jaws must compress the milk sinuses 
beneath the areola (Figure 11-5). The tongue should 
be visible between the lower gum and breast. The lips 
are widely flanged and sealed around the breast, with 
an absence of clicking sounds as the newborn sucks. 
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FIGURE 11-3 Positions commonly used in breastfeeding. 
А, Cradle hold, B, Footbal поа, C, Side-hing, 
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FIGURE 11-4 The mother ndents breast tissue and rûva the newborn 
owe to latch on to the breast. 
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Because the newborn is a nose breather, make sure the. 
newborn's nose is not blocked by breast tissue. For 
Women with large breasts, the breast tissue can be 
indented by the finger away from the newborn's nose; 
however, care must be taken to avoid pulling the nip- 
ple out of the newborn's mouth. The mother can ele- 
vate the newborn's hips, which provides more 
breathing space. 

Correct positioning before beginning to breastfeed 
is significant in getting a good start and preventing 
problems, Four separate elements that need consider- 
ation are (1) the alignment of both the mother’s and 
newborn's bodies; (2) the position in which the mother 
holds the newborn; (3) the hand position for support- 
ing the breasts; and (4) the newborn's mouth, lip, and 
tongue positions. 


Sucking Patterns. 

Newborns have different sucking pattems when they 
breastfeed. Some newborns suck several times before 
swallowing, and others swallow with each suck. A soft 
sound indicates that the newborn is swallowing milk 


FIGURE 11-5 Latching on. A, The newbom responds 10 touch on the ipe and opens the mouth wide. B, Once Ine baby’s mouth is open, quicky pull 
newborn ciose t enable atch-on. C, Tha baby sheu nave as much зода n his or har mouth as possible, not just tha nipple. D, Correct attachment 


fatcr-onl st breast 


{nutritive sucking). Noisy sucking, а clicking sound, ог 
dimpling of the cheeks usually indicates improper 
mouth position and requires repositioning of the infant. 


Initiating Breastfeeding 
The ideal time to initiate breastfeeding is within 1 hour 
after birth, when the newborn is in the quieLalert 
phase. After positioning the newborn to face the breast, 
the mother can slightly compress the breast and, with 
her thumb above and fingers below the areola, stroke 
ог brush the nipple against the newborn's lower lip or 
stroke the mouth. This stimulates the rooting reflex, 
causing the newborn to turn toward the nipple. As 
the newborn's mouth opens wide, the mother quickly 
brings the newborn close to her so that the newborn 
сап latch on to the areola (Skill 11-1), This is referred 
to as the latch-on technique. In other words, the mother 
guides the nipple into the newborn's mouth, pulling 
the baby close to her, As much of the areola as possible 
should be in the newborn's mouth to avoid sore nip- 
ples. Later, when her milk comes in, the mother can lis- 
ten for the sound of swallowing (sometimes gulping) 
‘the milk (Clinical Pathway 11-1), 

If the breasts are full, expressing some milk softens 
the breasts and makes it easier for the newborn to 
grasp the areola. Also, the breast can be softened by 
massage. 


Removal from the Breast 

The mother is taught to safely remove the newborn 
from the breast for burping, for switching to the 
other breast, and when the infant is finished being 
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Тә enable successful infant latch-on and sucking at 

breast. 

Steps 

1. Before putting the newborn to the breast, the mother 
should manually express a few drops of colostrum. 
This will make the nipple erect so the newborn can 
pull the nipple back into the mouth. 


2. Body alignment is important. The body of the 
newborn should face the mother so that the head 
does not tum to latch on. 

3. The mother should stroke the newborn’s cheek or 
lower lip with the nipple. The newborn will tum 
toward the nipple and usually open the mouth. The 
mother can then bring the newborn closer to her 
body to aid in latching on. 
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fed. To avoid trauma to the breast, the newborn 
should be removed properly. The mother should 
insert her finger into the corner of the newborn's 
mouth to break the suction, and then remove the 
breast quickly before the newborn begins to suck 
again. Downward pressure on the newborn's chin 
is another way to break the suction (Figure 11-6). 
The principles of teaching the mother how to breast- 
feed are listed in Table 11-3 and Nursing Care Plan 
11-1 on p. 217, 


Burping 

Breastfed newborns, like formula-fed newborns, must 
be burped to remove swallowed air, which can make 
the newborn feel uncomfortable. The newborn should 
be burped to remove air in the middle and at the end of 
the feeding. The three ways commonly used to "bub- 
ble” the newborn are holding the newborn over the 
shoulder or face down on the lap, or sitting the news 
bom up while gently patting his or her back 
(Figure 11-7 on p. 214). 


‘The Sleepy Infant 

Some newborns are sleepy and need to be awakened 
for feedings until a routine of feeding on demand is 
established. To bring the infant to an alert state in prep- 
aration for feeding, the infant should be unwrapped, 
the diaper can be changed, the mother should hold 
the infant upright and talk softly to him or her, or 
she may provide a gentle massage of the back, palms, 
or soles of the feet. When the infant is awake, feeding 
Will be more successful, 
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4. Nursing begins with the opposite breast from the 
опе started in the last nursing period, After the third 
dy, [крл муе серке «сеу ba 

first breast completely before changing to the other 


breast. 

5. Before taking the newborn off of the breast, the 
mother should break the suction by putting a finger 
in the corner of the newborn's mouth or by pushing 
downward on the newborn's chin. 

6, While the newborn is sucking, itis necessary to keep 
the breast away from the newborn's nose. Because 
newborns are nose breathers, they will let go of the 
nipple if they cannot breathe. 

7. Document the ability of infant to latch on, the 
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The Fussy Infant. 

Some infants awaken from sleep crying lustily, elimi- 
nating the: ity to observe for early cues of hun- 
ger (Box 11-1 on p. 214). These infants must be calmed 
before successful feeding can be attempted. The infant 


is wrapped snugly (swaddled) and held close. The 
mother should talk calmly to the infant. When the in- 
fant calms, feeding can begin. 

Stiffening and crying after feeding starts can indicate 
a sore mouth from thrush, gas, cramps, or some illness 


that requires a health care provider's intervention. Col- 
laboration with a lactation consultant is advisable. 


Evaluating Feeding Techniques 
The nurse should observe the mother and infant dur- 
ing breastfeeding to evaluate her technique and offer 
individualized advice and teaching. Observations 
should include: 
= Infant position: Is the infant's head in a neutral po- 
sition and hands at midline? Is the infant's nose 


FIGURE 11-6 Removal trom breast. The mothar places her inge in 
the comer of ne neater mouth o break the suction bee removing 


the newborn trom le breit 


Teaching the New Mother How to Breastfeed 
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unobstructed by the breast? Is the infant able to 
grasp the entire nipple to initiate breastfeeding? 

* Maternal focus: Is the mother focused on the baby, 
undistracted by TV or conversation? 

* Technique: le the mother relaxed and unhurried? 
Does she take time to burp the infant or re«stim- 
ulate the infant when needed? 

* Satiety: Is the infant relaxed or asleep after feed- 
ing? Are the mother's breasts soft after feeding? 
Does the mother position the infant in the bassi- 
net after feeding? 


SPECIAL BREASTFEEDING SITUATIONS 

Multiple Births 

Twins can be fed one at a time or simultaneously. The 
mother's body adjusts the milk supply to the greater 
demand. The mother may want to use the crisscross 
hold when nursing simultaneously. She will need help 
to position two infants at the breast in a cradle hold in 
each arm. She positions the first infant in a cradle hold, 
and then her helper positions the second infant at the 


INSTRUCTION 
Wash hands before feeding; wash nipples wath warm 
water, по soap. - 


RATIONALE 
Prevents infection of the newborn and breast; plain water provonte 
nipple cracking and irritation. -— 


Alternating positions taciitates breast emptying and reduces. 
ripple trauma. 


“Sit comfortably in chair or relsed bed with back and arm 
support: hold newbom by cradle hold or football hold 
supported by pillows. 


Pow support of mother's back and arm and the newborn's body in 
‘any position reduces fatigue; newborn is mors likely to remain in 
correct position for 


Ue ол side with pilcw beneath head. arm above head; 
support newborn їл side-Ning positon. 


Side-Mng position reduces fatigue and pressure on abdominal 
incision. 


"Turn body of newborn to face mother's 


Prevents puling on nipple or poor position of mouth on nipple. 


Stroke newbor's cheek with nipple. 


Ев rooting reflex to cause newborn to lum toward nipple and. 
орол mouth wide. 


| Newborv's mouth should cover enti areola. 
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FF 
‘before changing to other breast or longer if newbom is 
nursing vigorous. 

Use safety pin on the bra strap as. reminder about which. 
‘breast to start with at the next feeding. 


TIT FEE EC TOIT 
‘newborn foremik only, not the hunger-satisfying hindmik. 
Strict time limits do not prevent sore ripples. 


Altemefing which breast is used frst increases milk production. 


| [Л newborn or breast signtly # breast tissue blocks nose. 


Break suction by placing finger in corner of newbom's. 
mouth oF indenting breast tissue. 


Nurse newbom after birth and every 2-3 hours thereafter. 


Early sucking stimulates oxytocin from mother's pituftary то contract 
her uterus and control bleeding. 

Breast тёк is quickly digested. 

Багу, regular, and frequent nursing reduces breast engorgement. 

Ski-to-skin contact promotes bonding. 


Burp newborn halfway through and after feeding. 


— Rids stomach of air bubbles and reduces regurgitation, 


From Later. 2010) ² Io maton and padre rura бе өл. РН балот. 
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ther breast in the crook of her arm. Their bodies cross 
over each other. The infants and the mother's arms аге 
supported with pillow: 


Preterm Birth 

Breastfeeding is especially good for a preterm infant be- 
cause of the immunologic advantages. If the infant 
not nurse, the mother can pump her breasts and freeze 
the milk for gavage (tube) feedings. See Chapter 15 for 
further information on the preterm infant. 

When nursing the preterm or small infant, the 
mother may prefer the cross-cradle hold. She holds 
the infants head with the hand opposite the breast that 
she will use to nurse, She uses the same arm to support 
the infant's body. The hand on the same side as the 
nursing breast is used to guide the breast toward the 
infant's mouth 


FIGURE 11-7 Burping the newborn Tha mother can burp the 
by holding the newoom In а siting postion on rer Шс, 
viri thw chin ала cent, and ganty patting the newoom's back In 
"he mother сал see a newoorm's face n case c! spin. 


tax 
na post 


EE Recognizing Hunger in Newborns 


< Hand-to-mouth movements 

* Mouth and tongue movements 

* Sucking motions. 

* Rooting movements 

* Clenched fists 

* Kicking of legs 

* Crying (a late sign of hunger; may result in shutdown and. 
ocr feeding Il needs are not mst) 


FIGURE 11-8 Breast pumping hee can pump both breasts at 
the zama tma oF one at а time with an care Dreast pump. 


Delayed Feedings 
When breastfeeding must be temporarily delayed, the 
mother should be taught how to pump her milk in or- 
der to resume full breastfeeding and avoid engorge- 
ment of the breasts (Figure 11-8). 


Use of Breast Pump. Electric, battery operated and 
manual breast pumps are available for purchase ог 
rental, Double breast pumps are also available to pump 
both breasts at the same time, If breastfeeding is delayed 
after delivery, pumping should start within 6 hours. 
Breast massage, application of heat, and moistening 
the breast before applying the suction before pumping 
can help start the process, The mother should pump her 
breasts as often as the infant would nurse, including 
some nighttime hours when the prolactin levels are 
high. Pumping sessions can last about 15 minutes. Ex- 
cess pressure should be avoided, and the pump should 
be cleaned after each pumping session. 


Tips for Breast Pumping 
* Find а quiet, private area with a comfortable char. 
* Wash hands and set up the pumping system 
Spend в few minutes relaxing, locking at a picture of the 
newbom, or massaging breasts to nurture the lat-down 
төбө» 
* When finished pumping, store mik in a cooler or refrigerator 
and rinsa tne equipment 
* Pumping can be repeated every 3 hours for a 15 
session. _ 
Supplemental Feedings and Nipple Confusion 
Supplemental bottle feedings of formula or water 
should not be offered to the healthy newborn who is 
in the process of establishing breastfeeding success 


minute 


А form of “imprinting” may occur if a newbom is 
given a formula and finds it easy to obtain fluid from 
the nipple on the bottle with minimum effort. When 
the infant is then placed on the breast, more eífort is 
needed to obtain the breast milk. As a result, the hun- 
gry infant may become irritable or fretful, which 
causes the mother to fee! the baby is rejecting the breast 
in preference for the bottle This is called "ripple confu 
sion. When lactation is firmly established after the 
neonatal period, the use of а pacifier to meet non- 
nutritional sucking needs will not cause nipple 
confusion (Jenik, Vain, Gorestein, & Jacobi, 2009). 
The neonate should not be given water between feed- 
ings. When the infant is fed breast milk from a bottle, 
а slow-flow nipple should be selected because a 
fasi-How nipple requires less effort by the newborn. 


Storing and Freezing Breast Milk 

Milk stored at room temperature over 4 hours has an 
increased potential for bacterial contamination. Vari- 
‘ous commercial containers are available for the storage 
of breast milk, each with advantages and disadvan- 
tages. The container should hold about as much milk 
аз the infant will consume at one feeding and be tightly 


Milk may be safely stored in glass or hard plastic. 
Leukocytes may stick to the glass but are not 
destroyed, Several types of plastic bottles are avail- 
able in stores. Clear, hard plastic bottles are made 
of polycarbonate; although litle research is available, 

are considered safe for storing and freezing milk. 
Dull or cloudy hard plastic bottles are polystyrene or 
milky white polypropylene. Polystyrene bottles are 
not designed for frozen milk storage, Polymers be- 
come unstable when heating after freezing. When 
used for freezing, polypropylene bottles alter the ly= 
sozyme, lactoferrin, and vitamin C content of breast 
milk, Polyethylene containers are usually clear plastic 
bags that may be at risk for puncture and invasion by 
microorganisms; some brands contain a special nylon 
between the polyethylene layers to reduce the punc- 
ture risk. The loss of lysozyme and fat is significant, 
and some valuable antibodies that adhere to polyeth- 
ylene are lost to the infant. Plastic bottles or cups with 
the number 3, 6, or 7 embedded in the small triangle 
оп the bottom of the bottle are not safe to reuse, 

Milk can be thawed in the refrigerator for 5 days 
(best to preserve immunoglobulins) or by holding the 
container under running lukewarm water or placing 
itin a container of lukewarm water, rotating (not shak- 
ing) the bottle often. Mictowaving is not advised 
because it destroys some immune factors and lyso- 
zyme contained ín the milk, and the milk can develop 
hol spots because of uneven heating. 

Milk can be stored in the refrigerator (4* C [39.2° FI) 
up to 5 days without significant changes occurring, 
in the refrigerator freezer for 2 weeks or in a deep 


Newbom Feeding CHAPTER 11 ыш 


freezer (~6,7" C [-20* F]) for up to 12 months. Freez- 
ing can destroy some antimicrobial factors in the 
breast milk. 

For safe storage of breast milk in the hospital setting, 
breast milk may be stored in the hospital for feeding to 
infants in the NICU or hospitalized infants when the 
mother cannot room. in to breastfeed, It is very impor- 
tant to assure that pumped breast milk stored in hos- 
pital refrigerators is fed to the appropriate infants. 
‘To ensure breast milk safety, nursing responsibilities 
include: 

* Maintain secure mother-infant identification per 
hospital policy. 

Hospital identification bands must be securely at- 
tached to mother and baby, be moisture proof, 
and contain the name and hospital ID number. 
* The identification label on the bottle of stored 
breast milk must include date and time milk 
was expressed and thawed and mother/baby 

10 information. 

* The ID bracelet of mother and baby must be ver- 
ified with the identification label on the bottle of 
breast milk and documented on the chart. 

A separate refrigerator in the hospital unit should 
be dedicated to the exclusive use of breast milk 


storage. 
The temperature of the refrigerator should 
be checked each shift and be maintained at 
38° F to 40 F (2° C to 4° C) (Huber, Blanco, & 
Davis, 2009), 


Nipple Soreness 

Nipple soreness is a common symptom in the early 
weeks of breastfeeding and may be a significant cause 
of abandoning breastfeeding in favor of bottled for- 
mula, Lanolin (Lansinoh) is an absorptive ointment 
that maintains internal moisture and is often used by 
mothers to prevent or treat nipple soreness. Breast milk 
has also been advocated as an “ointment” for sore nip- 
ples because it contains lysozymes that can prevent 
infection and aid in healing, 

Newer thin-walled breast shields can facilitate 
breastfeeding until sore nipples heal. A lactation spe- 
cialist is often available in most hospital settings for 
guidance in their use (Chertok, 2009), Cracked nipples 
that are infected with bacteria or yeast may require 
prescribed antibacterial ointments, 

Nurses should discuss prevention and treatment of 
nipple soreness with all breastfeeding mothers, Proper 
positioning of the newborn at the breast and proper ге- 
moval techniques are the best measures to prevent 
cracked nipples, 


Breast Engorgement 

Early, regular, and frequent nursing helps prevent 
engorgement. If engorgement does occur, and the 
breast and areola are tense and uncomfortable, the 
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mother can pump her breasts lo get the milk flow 
started, Cold applications to the breast between feed- 
ings and heat just before feedings may help reduce 
discomfort. Manual massage of all segments of the 
breasts helps soften them and express milk down- 
ward toward the ducts. The mother cups her hand 
near the chest wall around the breast and firmly slides 
her fingers down toward the nipple, while rotating 
the hand and massaging the areas surrounding the 
breasts in order to make contact with all of the milk 
ducts, Massage stimulates the release of oxytocin that 
increases milk ejection. A supportive bra should be 
worn to increase comfort. 


During 

Some mothers use herbs such as alfalfa, 
nel, caraway, and anise to increase milk supply. Сага- 
way tea is also popular for use in newborns with colic 
(Skidmore-Roth, 2009), Black walnut, parsley, and yar- 
row can decrease milk supply. Essential oils also play a 
role in breastfeeding. Oil of peppermint compresses, 
and cabbage leaves can relieve engorged breasts. See 
Chapter 21 for further information concerning comple- 
mentary and alternative therapies. 


Weaning 
Mothers should be taught that gradual weaning is pre- 
ferred to abrupt weaning, Abrupt weaning can cause 
engorgement, which increases the risk of mastitis. 
‘There is no ideal time to wean. The decision is based 
on cultural norms and practices; however, it is best 
to eliminate one feeding at а time. After a few days, 
second feeding can be eliminated. It is advisable to 
eliminate the infant's tavorite feeding last, which will 
likely be the bedtime or early morning feeding. 
The younger infant will likely need formula from а 
bottle, and the older infant may be weaned from the 
breast toa cup. Whole milk is not usually started before 
1 year of age. 

If the woman has to abruptly wean her baby, she 
should wear a firm supporting bra. Ice packs may pro- 
vide comfort. She should avoid nipple stimulation, 


CONTRAINDICATIONS FOR BREASTFEEDING 
Maternal illness 

Some maternal illness may preclude breastfeeding 
а newborn. True galactosemia, untreated maternal 
active tuberculosis, active herpes lesions on the breast, 
maternal drug abuse, maternal chemotherapy, and 
active HIV infection are contraindications to breast 
feeding (Weil, 2010). Because many drugs pass through 
breast milk any medications the mother is taking 
must be evaluated concerning its effect on the new- 
born. Certain drugs, such as levodopa, barbiturates, 


antihistamines, pyridoxine, estrogens, androgens, and 
bromocriptine, decrease the breast milk volume, 


Infectious Diseases and Breastfeeding 
The only absolute contraindication to breastfeeding is 
infection with human immunodeficiency virus (HIV) 
and human T-lymphotrophic virus (HTLV 1 and 2), 
HIV infection is a contraindication to breastfeeding 
because it can be transmitted to the infant via breast 
milk. The HTLV 1 and 2 viruses are retroviruses that 
can also be passed to the newborn via breast milk, and 
breastfeeding is also contraindicated. Maternal hepa- 
titis A infection is not a contraindication to breastfeed- 
ing. The infant can receive immunoglobulin and 
hepatitis A vaccine therapy. Infants of hepatitis B 
virus (HBV)-positive mothers should receive HBV 
vaccine therapy before discharge and can breastfeed 
the baby. In mothers who are infected with the hepa- 
titis C virus, breastfeeding is contraindicated in the 
presence of liver failure. In mothers infected with 
the herpes simplex virus or the varicella zoster virus, 
breastfeeding is contraindicated when lesions are 
present on the breast. 

Mothers who have active tuberculosis (TB) must be 
isolated from their newborn infants, but infants con be 
fed breast milk that is pumped because the breast milk 
does not contain the tubercle bacilli, 


Immunizations and Breastfeeding 
Breastfeeding is not a contraindication for the admin- 
istration of any vaccine, except for the smallpox vacci- 
nation. Most live virus vaccines have not shown 
evidence of being excreted in breast milk (CDC, 
2006). A woman who does not breastfeed should wear 
а supportive bra; breast binders are not advised. Ten- 
derness and leakage usually disappear in 7 to 14 days 
(Nursing Care Plan 11-1), 


Parents need to be assured that commercially prepared 
formula provides adequate nutrition for the newborn. 
Parents should be advised that the physician or nurse- 
midwife can select a formula appropriate for the 
mewbom. Closeness and warmth that occur during 
breastfeeding should also be a part of bottle feeding 
(Figure 11-9). Under no circumstances should a bottle 
be propped for infant feeding because this practice does 
not support parentinfant bonding and carries a high 
risk for aspiration. An advantage of bottle feeding is 
that both parents can share in this caring experience with 
their newbom. Mothers who choose lo bottle feed should 
not be made to feel guilty by health care providers. Breast 
milk or formula is the only nourishment needed for the 
first 6 months of life. The newbom is not capable of 
digesting solid food in the first few months of life. 


‘Scenario 


dt right. 
Selected Nursing 


Expected Outcomes. 


А mother is breastfeeding her day-old newborn for the first time. She appears anxious and says she is not sure she is doing. 


Diagnosis 
Ineffective breastfeeding related to maternal anxiety and sleepy newborn 


Nursing Interventions 


Patient will express confidence. 
in ability io емне. 


Newhorn will latch on and 
effectively suck (evidenced 
by audible swallows) for 10- 
15 minutes on each breast, 


Selected Nursing Diagnosis 
‘balanced nutrition: ess than body requirements related to knowledge deficit of mother regarding maternal nutritional needs 


Expected Outcomes Nursing interventions. 


Initiate breastfeeding as soon as possible after 
delivery. 


Assess and record effectiveness of cach 
breastfeeding session, 
patient to relax during feedings. 
Inform her that breastfeeding is something 
that isa learned behavior for both mother 
and baby. 


Teach mother lechniques for breastfeeding 
and positioning. 

Teach mother normal newborn behaviors 
during breastfeeding (e.g. intermittent 


sucking) 
Encourage mother to ask questions and to 
‘verbalize concerns. 


Provide positive reinforcement for correct. 
breastfeeding practices, 

‘Teach ways to stimulate ner bern and increase. 
alertness (unwrap or undress newborn, 
provide in oss pr 
ben born change diaper, hold in up 

io ш new, bur cout 
Initiate а lactation consultant referral. 


Promotes bonding and initiates sucking 
while newborn is in the quiet-alert stage, 
which often occurs in the first hour after 
delivery- 

Identifies problem areas that require 
intervention. 

When the patient is tense, the newborn senses 
her anxiety and often becomes fussy. 
Latio patent row n come 
not always happen instantancously helps. 
reduce anxiety. 

Knowledge increases confidence and 
decreases anxieties. 

Anticipatory guidance helps mother realize 
behaviors are normal 


Allows the nurse to provide needed 
information and to clear up any 


misconceptions or misunderstandi 
Enhances selfesteem and builds confidence. 
When first establishing breastfeuding, the 


newborn needs 10 be awakened every 

23 hours to feed. Iis important to 

stimulate babies so they are awake and 

alert enough to breastfeed effectively. 
Reinforces prior teaching and provides 
additional information that may help 
‘establish effective breastfewding. Ofton 
hearing information from an "expert" 
will decrease anxiety. 


Rationales 


Newborn will not lose more 
than 10% of birth weight in 
the first week and will then 
show steady weight gain 
consistent with normal 
newbom growth curve. 


Patient will be able to correctly 
describe maternal dietary 
requirements while 
breastfeeding. 


Newborn will satisfied 
after feeding for 2-3 hours 
and have at least six Wet 
diapers рег day, 


Assess patient's current knowledge luvel of 
dietary needs while breastfeeding ond how 
to determine whether newborn is getting 
enough nutrients, 

Teach patient the importance of not dieting 
‘while breastfeeding and that breastfeeding. 
women unually return to p 
Weight sooner than those who bet ed 


Teach patient that 500 additional calories are 

needed per day to produce adequate milk 

Te he 9 4 0 d food 
reach patlent the importance of using a 
guide pyramid when preparing foods 


Teach patient to incroase fluid intake to 
approximately 2 quarts (64 oz) per day. 

Instruct patient to continue taking prenatal 
Vitamins. 

Teach patient ways to know newborn is getting. 
enough milk (appears satisfied after 
feedings, at least six wet diapers per day, 
Adequate weight gain, etc) 

Teach importance of taking newborn о all 
well-baby appointments. 


Provides baseline Information for the 
development of an individualized 
teaching plan 


Alter delivery, women are often anxious t0 
tetum to prep weight but need 
to by reminded that if they reduce food 
intake, they are reducing the nutrients 
wahle to thelr baby. 

Increased knowledge increases compliance 
with dietary requirements. 


A ood guide provides a quick resource to 
ensure adequate intake of nutritional foods 
and allows individuals to accommodate. 
cultini dietary preferences 

Provides sufficient uid for milk production 
nd maternal needs. 

Ensures adequate vitamin intake to most 
needs of both mother and newborn. 

Allows prompt intervention if be 
1s not meeting newborn's nutritional 
meds 


Assesses normal growth patterns and 
nutritional status. 


Nursing Interventions. 


Expected Outcomes. 


Selected Nursing Diagnosis. 
Acute pain related to improper latch-on, cracked nipples, breast engorgement, or mastitis 


Refer to Women, Infants, and Children (WIC) 
program if woman qualifies, 


Refer to dietitian as needed. 


Nursing Interventions 


Patient will have no cracking, 
blistering. or bleeding on 
nipples. 


and without redness or 
excessive warmth. 


breastfeeding her infant? 


Patient will state that she is not Determine 
‘experiencing nipple or breast discomfort, 
pain. 


Breasts will be soft, nontender, 


Critical Thinking Questions 

1. You are caring for a non-English-spesking woman who neeils information concerning breast care. The father of the baby, 
who is bilingual, is at the bedside. Is it appropriate to ask him to interpret the instructions? 

2. A first-time mother wants to breastfeed but states she is instead thinking about bottle feeding her infant because she i 
worried she may not have enough milk to meet the needs of the infant. What can you tell her to increase her confidence in 


of nipple and breast 

engorgement, and impaired 

nipple integrity at every feeding. 

Assist with correct positioning (football hold, 
cradle hold, or side-lying) with newbor's 
body and face пите toward the breast and. 
with mouth surrounding nipple and areola. 
Support with pillows as 


Teach patient to alternate newborn's position 
with each feeding, 

‘Teach mother to stroke newborn's cheek with 
nipple. 


Instruct patient to break suction by inserting, 
finger into newborn's mouth before 
newborn away from the breast, Ран 

Instruct patient to feed newborn every 20 
hours for a minimum of 10-15 minutes each 
breast, 

Teach patient to begin new feeding with the 
breast that wan lost used at prior feeding (5 
safety pin on the bra strap can be a helpful 

reminder). 


Instruct parent to avoid bottle feeding 
commercial formula and fovding water or 
Juice betwen, or as an alternate to, 
breastfeeding. 

Instruct patient to cleanse nipples with water 
only. 

Instruct patient to apply à small amount of 
breast milk to nipples after each feeding and 
to allow nipples to air dry, 

Instruct pationt to use breast pads in bra. 


Instruct patient to report fever, localized brost 
redness and tenderness, headache, or nausea 
and vomiting with generalized aching to 
health care provider. 

Instruct patient to use cool compresses 
between feedings and warm compresses 
immediately before feedings. 

Administer analgesics as ordered and needed 
(specify medication, dosage, route, and 
frequency to individualize for your patient. 


WIC в a federally subsidized food program 
that offers nutritional classes for 
mothers and provides 
— 
‘obtain nutritional food items. 
Patients who are on medically indicated 
diets may need specialized instruction on 
modifications needed while 
breastfeeding. 


Rationales 
Determines whether intervention is required. 


Incorrect positioning can cause nipples to 
rack and blister. When the areola is not 
in the newborn's mouth, milk ducts are 
not being adequately compressed. Pillows. 
help decrease maternal fatigue and aid in 
maintaining correct newborn positioning, 

Avoids constant pressure in the sare area 
of breast tissue. 

Initiates rooting reflex in which newborn turns 
toward the nipple and opens mouth widely 
зо entire nipple and aro can be inserted. 

Decreases risk of injury to nipples. 


Frequent foudings help prevent engorgement. 


Ensures each breast is emptied completely 
a minimum of every other feeding, When. 
the newborn initially starts lo feed, sucking 
is more ive because of hunger; 

IL may not be as strong while on tho 
second breast. 

When the breast is not emptied at regular 
intervals, engorgement can occur, 


! nipples, them 
Soup cer dry out e making then mons 


prone to 
Dehn mi erica n proci and 
restoring the skin Integrity of the breast 


Absorbs moisture ror leaking breasts, Nipples 
hat are exposed to moisture for prolonged 
periods ace more prone to cracking, 

Thes are sigra and ale of ust, 

require antibiotic therapy, 


Alleviates discomfort of engorgement. Cool 
compresses are soothing, and warm 
stimulate the let-dawn тебел, 
Reduces pain sensations. To ensure maximum 
benefit, medications should be administered. 
before feeding or feeding should start 
after peak of action of medication, 


Tips for Safe Bottle Feeding - 


* Aways check the expiration date on the formula con: 
tainer; do not buy formula that has expired. 

* Wash hands thorough before preparing отте, 

* Wash top of cán with detergent and hot water betore 
‘opening i 

* Use a clean cen opener to open can and wash between 
uses. Check the can opener for food or rust spots balore 
using t again. 

= Have a clean container (ishpan) reserved for washing all 
things used for feeding newbom. Squeeze soapy water 
through nipple holos. then rinse several timos. 

* Folow the product directions precisely when mbing 
formula. 

* Heat bottle of formula, necessary. by running warm 
Water over t (Most newborns are just as content with their 
formula unheated. Be consistent in your choice) 

* Test temperature by shaking а lew drops on your inner 
wrist, not just feeling the botte. 

* Do not heat bee in a microwave oven: the liquid often 
warms unevenly unless stirred. The container may remain 
cool even though the formula is hat enough to bum the 
newborn. 

* Opened containers of Vaud formula should be tightly 
covered and stored in the refrigerator for no longer than 
(designated on the label 

* Once a formula can is opened or formula is тей, use i 
right away or relrigerate because bacteria multiply rapidly 
at warm temperatures. 

* Carry юз bottles away from home In an insulated bag or 
Cooler with ісе packs inside. 

* Mik should not be saved for the next fesding if the new- 
bom does not empty the bottle, Organisms wil grow, and 
the newborn can develop dires (infection). 

* Newoom infants should not be given bottles of water 
because hyponatremia may result 

* Honey should not be given to infants younger then 
12 months of age bocause it increases the risk of infant 
botulism, Sorbtol-containing prune, pear, or appie Мов 
тау be given for mid constipation (Langan, 2006. 


TYPES OF FORMULAS 

Commercial formulas are available in different forms: 
powder, which is combined with water; concentrated 
liquid, which is diluted with an equal amount of wa- 
ter; and ready-to-feed formula, which requires no 
dilution, The powder is less expensive and easy to pre- 
pare. The ready-to-feed type is the most expensive but 
has the advantage of not needing refrigeration or 
preparation (other than removing the bottle cap) 
(Table 11-4). 


Commercially Prepared Formul 
Ville based formulas are used for the average newborn. 
Soy-based formulas are used for newborns with lactose 
intolerance or galactosemia. Newborns with protein 
allergies and fat malabsorption are given protein 
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FIGURE 11-9 Bottle feeding the newborn. Tha mornar nots me 
newborn in в sem-uprght position in в cradie hold. The ripple should 
be kept lui of formula to reduce the amount of ar the newborn, 
awalows. A pillow supporta the mother's обхо, Holding tho newborn 
lose promotes bonding juat оз breaslfeeding does, 


hydrolysate-based formulas, Both milk- and soy-based 
formulas are designed to be similar to breast milk in 
terms of protein, carbohydrate, fat, and mineral content, 
Formulas given to term newborns are designed to con- 
tain 20 kcal /oz when prepared according to directions, 
Vitamin and mineral supplements are usually added to 
commercially prepared formulas (Table 11-5) 


FORMULA PREPARATION 


It is Important to teach parents that formulas must be 
prepared according to directions. When too little water 
is added, the formula may be too concentrated and 
cause diarrhea, electrolyte imbalance, ог both. If the 
formula is prepared with more water than suggested, 
the formula may be too weak and the newborn will 
receive insufficient calories and nutrients, which can 
result in growth retardation. 

Bottles and nipples should be washed in warm, 
soapy water with a nipple and bottlebrush and rin- 
sed well. Boiling the bottles, nipples, or water used 
for preparation may not be necessary unless the safety 
of the water supply is in doubt. Boiling the water used 
to prepare formulas for the newborn for 2 minutes is 
recommended (WHO, 2007). A 24-hour supply of for- 
mula can be prepared according to directions and 
refrigerated for use, Síngle-feeding powder packets 
are available when the family is traveling and does 
mot have refrigeration facilities, or a ready-to-feed 
formula may be used. 

Prepared formula should remain at room temper- 
ature for no longer than 2 hours before use because 


Easy to prepare; can prepare one bottle at atime Must be refrigerated. 
ога maximum of one day's feeding at a time 


well may have a high mineral concentration) 
Least expensive formula: lasts up to 1 montn — Necessitates accurate measurement; necessitates sale 
‘once opened water supply and must be shaken thoroughly to 
dissolve powder 


of bacterial growth. Whether to warm or not warm 
the formula is up to the parents. Parents should be 
advised not to warm the formula in a microwave 
oven. Rather, the bottle should be placed in a con- 
tainer of warm water. The temperature of the 


formula should be tested on the inside of the par- 
ent's wrist. The rate of nipple flow should be in 
drops when the bottle is inverted, Newborns who 
tire easily do better with а soit, pliable nipple, 
whereas a vigorously sucking newborn should be 


* Wash hands before preparation. 
Clean or sterilize feeding equipment with soap and water. 
Bol water for 2 minutas balore reconstituting powdered 
formula. 


= Воо water is not considered sterle unless labeled, 
* Never use vitamin or electrolyte enhanced water 10 
formula, 


prepare powdered. 
Cool formula and. prompt. 
Use prepared formula within 24 hours, 
* For outdoor trips, use formula placed in cooler within 
2 hours. 


ura! of Mami Сла Милер 340, 786086. 


given a slow-flow nipple. Formula that remains in 
the bottle after feeding should be discarded because 
it has mixed with saliva, which can be a medium for 
bacterial growth (Box 11-2). 


Botth ding the Infant 


FII ifs 


менеп HAPTER T ME 


‘TEACHING BOTTLE-FEEDING TECHNIQUES 
Positioning 

Placing the newborn in a semi-upright cradle position 
allows the mother to hold the newborn close in a face- 
to-face position (Skill 11-2). The bottle should be held 
in a manner to keep the nipple full of formula at all 
times to reduce the amount of air swallowed. Bottles 
made with an angled neck are available to help keep 
the nipple filled with fluid. 


Burping 

Thenewborn should be burped, or bubbled, frequently 
(see Figure 11-7). After feeding, the newborn should be 
placed on the side and propped with a rolled blanket, 
‘This position lessens the chance of aspiration if more 
bubbles of air come up with the spitting up of formula, 


Frequency 

‘The newborn should not be kept on a rigid schedule; 
rather, the mother should take cues from the newborn 
that he or she is hungry. Most newborns are formula 


To enable safe ingestion of nutrients necessary for 
growth and development. 


Steps 
1. Verify formula prescribed and expiration date on 
the bottle. 


2. When preparing formula for use, be sure to 
carefully follow the directions for dilution. Do not 
add water to ready-feed formulas. 

3. Change diaper and provide cord care. Wash and 
sanitize hands. 

4. Select an appropriate nipple: cross-cut nipples. 
offer rapid feedings, sin nipples offer 
regular milk love, and preemie nipples are saher 
and require less sucking effort. 

5 The nipple ele очи be just large ug ft 

milk flows in drops when the bottle is inverted, 

6. When the nipple hole is too large, the infant can eat 
too fast and regurgitate or overeat, 

7. If formula runs out of the side of the mouth during 
infant the nipple holes may be too la 
— А be discarded and replaced pos 
a different one. 

8. When opening a ready-to-feed bottle (you should 
hear a “pop” to indicate bottle was unopened), 
place the selected nipple on the bottle and tighten. 
securely. Use room temperature formula. 


9. Hold infant in cradle position with infant's. 
head slightly elevated above the body (see 
Figure 11-3), 

10. Touch infant's lips with nipple and gently 
nipple along infant's tongue. Hold bottle so 
is always full of formula. 

11. Feed infant slowly. Stop to “burp or bubble” 
after 1 to 1% ounces (30 to 45 mL) and at end 
fe 


feeding. 
12. The newborn should be held close and cu. 


aspiration of formula can occur. 

13. To burp the infant, sit the infant on your lap with 
his ог her body leaning slightly forward. Support 
the head and gently pat the middle or upper back 
(see Figure 11-7). 

14. Place the infant in the crib in Fowler's position after 


feeding. 
5, Leftover formula should be discarded because 
isms from the infants mouth grow. 
rapidly in warm formulas. 
16. Document the amount taken, type of formula, any 
regurgitation, sucking strength, and parent 
teaching that was provided. 
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fed every 3 to 4 hours. In a few weeks, the newborn 
may skip а feeding, which may occur during the night. 

The mother should be cautioned not to prop the bot- 
Че and leave the baby alone. Newborns are more likely 
to regurgitate, aspirate, and choke when the bottle is 
propped. In addition, propping the bottle increases 
the danger of ear infections and does not promote 
bonding. 

Although the mother's intentions may be good, she 
should not coax the newborn to finish the milk in the 
bottle at each feeding, This can result in overfeeding 
the newborn, which can result in regurgitation. Over- 
feeding can cause excessive weight gain 


Avoiding Nursing Caries 
Teach parents not to give newborns or infants a bottle 
of milk or juice as a pacifier to suck on at will. The liq- 
uid can pool in the mouth for a long time, promote the 
growth of bacteria, and lead to dental cavities (nursing 
caries). 


DISCHARGE PLANNING 


Discharge planning begins on admission or even ear- 
lier, when parents attend childbirth classes. Because 
mothers and infants are discharged quickly after 


birth, self-care and infant care teaching often must 
begin before the mother is psychologically ready 10 
learn. Some birth facilities use clinical pathways (also 
called care maps, care paths, or multidisciplinary 
action plans [МАР»]) to ensure that important care 
and teaching are not overlooked (see Chapter 1). 
These plans guide the nurse in identifying areas of 
special need that require referral, as well as a means 
to keep up with the many facets of routine care 
needed after birth. The nurse must take every oppor- 
tunity to teach during the short birth facility stay. 
Ample written materials for both new mother and in- 
fant care should be provided to refresh the memory 
of parents who may be tired and uncomfortable 
when teaching occurs. 

Nurses should recommend the best websites that 
contain accurate and complete information. Websites 
recommended for patients should be presented at 
the appropriate reading level. Many women turn to 
the Internet for information and support about breast- 
feeding and other health issues; therefore, nurses 
should evaluate websites before recommending them 
for patient use. Evaluation of websites should include 
credibility, updated and unbiased information, related 
link sites, interactivity, and evidence-based informa- 
tion (Weber, Derrico, Yoon, & Sherwill-Navarro, 2010), 


* The newborn should be breastfed as soon as possible after 
birth and B to 12 times а day in the first months of Ме. 

* Parents are provided with information about breastfeeding 
‘und formula feeding so that they can make a choice based 
on facts, 

* Mothers are advised that a positive attitude toward 
‘breastfeeding is important in achieving success, In 
addition, mothers are advised that the size of the breasts is 
not related to breast mik production, 

* Advantages of breastfeeding include that it is easier to 
digest: provides Immune factors; and results in fewer 
‘allergies, respiratory tract infections, and gastrointestinal 
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best way to maintain or increase breast milk production. 

* Adequacy of breast milk intake is determined by an 
audible swaliow, sleep after feeding, at least six wet 
diapers per day, and а steady weight gain after the first 
week of Ие. 

* Frequent and regular breastfeeding can prevent breast 


‘engorgement. 
* if breastfeeding is delayed, breast pumping can maintain 
the milk supply and avoid engorgement. 


* The composition of commercial formulas is based on the 
‘composition of human milk, 

= The diet of a lactating mother requires an additional 500 
calories per day over the nonpregnant diet, an Increased 
fuid intake, and caloiumerich foods. 

* Threo basic types of commercial formulas are powder, 
which is combined with water; concentrated liquid, which 
in diluted with an qual amount ot water: and formula that is 
ready to feed, 

* Bottle-feecting techniques include keeping the nipple full of 
formula at ай times to reduce swallowing air: burping Ie 
newborn regularly; feeding the newborn when hungry 
rather than on а rigid schedule; and not forcing the. 
newborn to empty the bottle if not hungry, which wil 
encourage obesity, 

* Nursing caries can be prevented by teaching the parent 
not to put the infant to bed with a bottle of milk or juice or 
offering a bottle cf mik or juice to suck on at will. 


Go to your Study Guide on pages 483-494 for additional Review. 
ж Те NCLEX® Examination, Critical Thinking c 
Stations, and other iearmig actites lo help you master Ii chapter 
Covent. 


Ele боо your Evolve webstie (nto /evive esee coral] 
‘or the following FREE learning resources: 
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Answer Guidelines for ces Thinking Questions 

* Antwers and Rationales for Review Questions for tne NCLEX 
‘Examination 
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1, Anew mother asks the nurse how many more calories she 
requires each day than in her pre-pregnant diet while 
breastfeeding her newborn, The nurse correctly responds: 
1, 300 calories each day 
2. 500 calories each day 
3. 1000 calories each day 
4, 1500 calories each day 


2 The component in breast milk that helps the newborn 
digest fat is: 
1. Upase. 
2 Fluoride 
3, Lactoferrin 
4. immunoglobulin A 


3. The average time for breastfeeding is: 
1, 5 to 10 minutes per breast 
2. 10 to 15 minutes per breast 
2 15 to 20 minutes per breast 
& 20 to 30 minutes per breast 


4, Which position for breastfeeding a newborn in the 
Immediate postpartum period would be the most 
comfortable for both a patient with an episiotomy and 
а patient with an abdominal incision? 

1. Cradle hold 

2 Football hold 
3. Side-lying hold 
4. Cross-cradle hold 
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5, Principles of storing and freezing breast milk include: 
(Select ail thet apply.) 
1, Breast milk can be safely stored in glass. 
2. Breast milk can be stored in the refrigerator up to 48 
hours. 


3. Freezing breast milk can destroy some antimicrobial 
factors. 
4, Microwaving breast milk is not advised. 


%. Which immunization is contraindicated for the 
breastfeeding mother? 
1. Rubella vaccine 
2. Hepatitis B vaccine. 
3. Influenza vaccine. 
4, Smalipox vaccine 


7. # a postpartum mother informs the nurse that she has. 
decided to formula-feed her newborn, which type of 
formula is the least expensive as well as easy 10 
prepare? 

1. Ready-to-feed formula 

2. Concentrated liquid formula 
3. Powder formula 

4, Formulas are priced equally 


8. The nurse is caring for a postpartum woman that 
follows the hot-cold theory of health and пева. Which 
foods) would likely be included in this patient's dietary 
Intake during the postpartum period? (Select ай that 
apply.) 

1, Iced lea 
2 Chicken 
3. Honey 
4. Salad 
8 Soup 


1. A discharged mother, 2 days postpartum, calis the 
postpartum unit with questions about breastfeeding her 
newborn daughter, She is concerned that her baby is not 
getting enough milk because her daughter "cries a lot and 
seems hungry,” The mother sounds anxious and upset. 
What would you tell her? 


2. A mother is formula feeding her newborn for the first 
time and asks for a nurse to help her. Her baby has just 
spit up some formula, and she wonders what she is doing 
wrong. What questions would help you assess the 
situation? 
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1, Define key terms listed. 

2. Describe the postpartum period. 

33, Explain the involution of the uterus, and describe changes 
in the fundal position. 

4. Explain the cause of aterpains. 

5, Distinguish betwoon the characteristics of lochs rubra, 
ооа serosa, and lochia alba. 
e. Explain how to assess the postpartum woman's perineum, 
7, Describe two ways in which the fid accumulated during 
pregnancy is eiminated during the postpartum period. 
8. Explain the importance of monitoring the vital signs during 
the frat 24 hours postpartum. 

9. List three factors that influence urinary retention after 
сому. 

10. Discuss three factors that contribute to postpartum 
‘constipation. 


Key Terms 


afterpains (p. 228) 

diaphoresis (dl-4-1-RE-sis. p. 231) 
diastasis recti . A EN р, 2301 
diuresis (di-ür-E-sis, р. 231) 

epielotomy (&-pàz-&-OT--mà. p. 229) 
‘exfoliation (ёкв-66-#-А-элл, p. 226) 
Homans’ sign (p. 230) 

involution (In-vó-LOO-shün. p. 226) 
letting-go phase ip. 234) 

lochia alba (LO-48-8 ÃL-bÃ, p. 228) 


11. List wo significant events that occur as а result of changes 
in the ondocrine system, 

12, Explain the factors involved in the woman's weight loss 
after bith 

13. interpret Rubin's taking-in and taking-hold phases. 

14. Explain tne psychological alteration called postpartum 
blues. 


15. Demonstrate three ways to prepare the sibling for tho now 
family member. 

16. Present two ways to encourage parent-newborn 
attachment 

17, Explain меу early ambulation is encouraged. 

18. Review the importance of Kegel (perineal tightening) 
ccxprcises 

19, Describe five danger signs that the woman should report 
ater discharge trom the hospital, 


lochia rubra (ROO-bra, p. 228) 

lochia serosa (ae, O.. р. 228) 
postpartum blues (р. 234) 

postpartum fatigue (p. 245) 

puerperium (pûrêr:PÊ-rê-ûm, p. 224) 
REEDA scale (р. 229) 

sitz bath (p. 241) 

‘sublnvolution (sübin-vó-LOO-shün. p. 227) 
toking-hold phase (p. 234) 

taking-in phase (p. 234) 


‘The postpartum period, or puerperium, is the 6-week 
interval from childbirth to the return of the uterus 
and other organs to a prepregnant state. An arbitrary 
time frame divides the period into the immediate post- 
partum (first 24 hours), early postpartum (first week), 
and late postpartum (second to sixth weeks). Care dur- 
ing this time presents a challenge to nurses. With the 
short hospital stay, the time must be well planned to as- 
sist in maternal recovery, newborn care, family prepara- 
tion, and intensive patient teaching. Many hospitals 
offer extended postpartum care by home visits, hospital 
‘outpatient clinic visits, and telephone communication to 


assist the woman and family during the postpartum 
recovery period (Clinical Pathway 12-1). 


GOALS OF POSTPARTUM CARE 


The main goals in postpartum care are to assist and 
support the woman's recovery to the prepregnant 
state and identify deviations from the norm; educate 
the mother about her own self-care, newborn feed- 
ing, and newborn care; and promote bonding be- 
tween the newborn and family. During the first 
1 to 2 postpartum hours (ie, the fourth stage of 
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Care: — 
ASSESSMENT 
Assessment Assess q15 minute 1st hour; Assess adh: Assess: 
930 minute 2nd hour Fundus Breasts for softness, nipples. la 
then Breasts, nipples of 
Funds for ftnness, level —— Newbom latch-on Feeding techniques and positio 
Lochia for color, amount, Newborn care 
Feeding technique for breast Напо hygiene 
Bladder for voicing ‘or bottle Fundus дёп 
Perinpum for sutures, Visi signs (compare to baseline) Perineal state 
Pan 
Breasts lor softness, Homans’ sign Vital signs 
colostrum Bonding Firniy interaction 
Vital signs (comparo to Perineal healing 
Pain 
Teach ben Explain cord care, bub Discuss: 


Discuss atorpains and pain Advise on maternal Newton 
manaye Stress need for periods of rest Maternal det 
Requeat assistance for first Ноте setting and problems 
Support 
Discuss orthostatic Piana to resume outside work 
hypotension, donde care options 
Family planning. 
Return о! normal bowel function. 
Ine Influence of medication on 
ion 
Administer: Provide as noodod Provide shower and assistance wit 
Straight cathetervation | RhoGAM 
interventions unable to vod Hematocrit test Explain information 
Medications as ordered Stool softener i no bowel Give retum cinic appointments for 
Stool softener if ordered t and newborn, 
Heo-Lock IV when taking Topical analgesics for sutures Assess bowel movements and dêl 
Medicino for pan discharge medication for p 
Lactation nurse assistance stool softener, lanolin for nipples. 
Provide community referral to WiC 
— - = program # qualified 
Discharge and Discuss of Check that tinn certificate is Review discharge instructions for br 
postpartum care and care, perineal care, family plannin. 
newborn care. Provide referral for birth records. nenvbom feeding, resumption of s 
Identity support person and. Discuss home care. postpartum exercises, die 
Culturally specific needs. Discuss need tor follow-up care — Provide telephone resources, 
for mother and newbom.. Review famiy and support system. 
Assess bondi Provide prescrotions as notded. Gi 
Discuss role ot siblings and appropriate git pack and picture 
husband or partner. of newoom, as avaiable. 
D 
needed (e.g., Rubella), 


labor), the woman is closely observed and assessed physiology of postpartum adaptation. After il 

because it is a critical time to prevent the dangers а! dangers of hemorrhage and shock have p. 

of hemorrhage and hypovolemic shock. When her е primary postpartum danger is infection 

condition ie stabilized, the woman may be moved uterine cavity is емйу асси іа to microorgà 

artum unit. from the exterior. Also, the site where the pli 

= Provide high-quality care, the nume must be. was attached is an open wound and can be 
knowledgeable about the physical and emotional infected. 
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= The clinical pathway includes nursing assess- 
‘ments, teaching, medical and nursing interventions, 
discharge, and follow-up care for the postpartum 
woman. By indicating specific care and progress of 
the woman and newborn within a specified timeline 
that is related to a planned outcome, the nurse can 
clearly identify deviations from normal so they can 
be treated. The nurse documents the care and 
reports variation in progress during the postpartum 
period. 


To verify that the woman (or family) understands what the nurse 
паз told her, have the woman repeat the teaching in her own 
words. А nod may indicate courtesy, not understanding, when 
the primary language and culture of the nurse and fami are. 
diferent. 


PHYSIOLOGIC CHANGES AND NURSING 
INTERVENTIONS 


CHANGES IN THE REPRODUCTIVE SYSTEM 


Involution of the Uterus 

Involution refers to the changes that the reproductive 
organs (particularly the uterus) undergo after birth 
of the newborn to return to the pre-pregnant size 
and condition. The process begins after the expulsion 
of the placenta with uterine muscle contractions. Im- 
mediately after birth, the placental site contracts to a 
size less than half its original diameter. During con- 
tractions, the uterine muscles act like living ligatures 
and compress the blood vessels, which control and 
reduce the amount of blood loss (Figure 12-1), A 
unique healing process, called exfoliation, enables 
the placental site to heal without scarring. In exfoliation, 
necrotic tissue is sloughed off of the superficial tis- 
sues, leaving a smooth surface of endometrial 
tissue, This unique reparative process ensures that 
future fertilized ova will implant in an unscarred 
uterus. Endometrial regeneration is completed within 
16 days (Oats & Abraham, 2010), except for the pla- 
cental site, where regeneration is not complete until 
6 weeks postpartum. 

The uterus undergoes a rapid reduction in size 
and weight The uterus weighs approximately 
1000 g (2216) immediately after birth. It decreases 
to 500g (1.11b) during the first week amd 340g 
(12 ог) by 2 weeks postpartum. The rate of decrease 
varies with the size of the newborn and the number 
of previous pregnancies. The primary cause of invo- 
lution is the sudden withdrawal of estrogen and 
progesterone, which triggers the release of proteo- 
lytic enzymes into the endometrium. This release 


FIGURE 12-1 The terno muncles frm a “hing ge ae 
blood vassals. 


causes the protein material within the endometrial 
cells to be broken down into substances that can be 
excreted in the urine. The number of muscle cells 
does not change during involution, but the size of 
each cell is markedly reduced. 

Factors that can slow uterine involution include (1) 
prolonged labor, (2) incomplete expulsion of placenta 
and membranes, (3) anesthesia, (4) previous labors, 
and (5) a distended (full) bladder, Factors that can 
enhance involution include (1) uncomplicated labor 
and birth, (2) breastfeeding, and (3) early, frequent 
ambulation, 

The cervix after birth is soft. By 18 hours, it has 
regained its form. The cervical os (dilated to 10 ст 
during labor) gradually closes within 2 weeks. 
The external os never regains its original appear- 
ance; after childbirth, it appears as a slit instead of 
a circle. 


Descent of the Uterine Fundus 

Fundal height is measured in centimeters (or finger- 
breadths) in relation to the umbilicus (Skill 12-1), 
It is used to assess the rate of uterine involution. 
The usual progression of uterine descent into the 
pelvis is 1cm (about one fingerbreadth) а day. 
After delivery (especially when an oxytocin drug is 
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‚ Ask the woman to empty her bladder if she has not 
-voided recently. (A full bladder contributes to 
uterine relaxation and subinvolution.) 
2. Have the woman assume supine position 
with knees slightly flexed (relaxes abdominal 
muscles), 
Apply а lower perineal pad, and observe lochia as 
- fundus is palpated. 
Determine uterine firmness. Cup one hand 
above the symphysis pubis to support the 
Jower uterine segment; with the other hand, 
palpate abdomen until top of fundus is 
located. Determine whether firm (if not, massage 
lightly until firm). 
Determine height of fundus. Measure height of top. 


ol fundus in fingerbreadths above, below, or at 
umbilicus. 


‘Tha гиче measures tha fundus ot the postpartum patar. 


administered after the expulsion of the placenta), the 
fundus of the uterus is firm and may be approxi- 
mately at the level of the umbilicus or just below. 
Breastfeeding enhances involution because sucking 
stimulates the release of oxytocin from the posterior 
pituitary gland. The uterus is contracted to the size 
of a large grapefruit. By 10 days’ postpartum, it 
should not be abdominally palpable. A full (die- 
tended) bladder can push the uterus up and cause it 
to deviate to one side (usually the right side) and 


6, Determine whether fundus is in midline (deviation 
typically indicates full bladder). Observe for 
firmness of fundus. 


7. If the fundus is not firm, massage the fundus in a 


circular motion with the flat surface of the fingers of 
the dominant hand. 

8, Document the consistency and location of fundus. 
Consistency is recorded as “fundus firm with 
massage” or "fundus boggy.” Record fundal height 
(е, U2 or U2 fingerbreadths below or above 
umbilicus), 


HEE 


weden of tre uterus. Tho nent of the utenne fundus decreases 
‘Approximately 1 cm per day undi ® nc longer palpable at 10 day 
postpartum 


interfere with involution. If blood clots collect within 
the uterus, contractions stop, and the fundus of the 
uterus may rise and feel soft or boggy. This atony re- 
sults in increased bleeding. Massage may be needed. 
A uterus deviating from the midline usually requires 
emptying of the bladder in order for involution to 
continue. 

At 6 weeks after delivery, the uterus is approxi- 
mately pre-pregnant size. Subinvolution is the failure 
of the uterus to return to the pre-pregnant state and 
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is most commonly caused by retained. placental 
fragments. 


it uterine contractions, which represent 
ion and contraction of the muscle fibers, cause 
uterine cramping and are called afterpains. ANerpains 
‘occur for the first 2 or 3 days” postpartum. The hor- 
mone oxytocin, released by the posterior pituitary 
gland, strengthens uterine contractions, compressing 
blood vessels and preventing excessive blood loss, If 
the mother breastieeds, infant suckling stimulates oxy- 
tocin release. Therefore, the mother often notices the 
afterpains when she breastíeeds her newborn. Women 
who have had previous pregnancies often have stron- 
ger afterpains because the contraction of the uterine 
muscles is not sustained because of decreased muscle 
tone, Nonsteroidal antiinflammatory medications such 
as ibuprofen are more effective than acetaminophen or 
propoxyphene in relieving alterpains for most women 
(Gabbe, атры, 2007), Ibuprofen is safe for 
nursing mothers (Gabbe, Niebyl, & Simpson, 2007). 


Lochla 
Lochia is postpartum vaginal discharge. It contains 
blood from the placental site, particles of necrotic de- 
cidua, and mucus. Lochia normally has a fleshy odor 
similar to that of menstrual flow. The quantity of lochia 
rapidly diminishes and becomes moderate and then 
scant, Lochía is the heaviest during the first 1 or 2 hours. 
after birth. Initial lochia is bright red and commonly 
called Іова rubra (lasts 1 to 3 days); it may contain 
small clots. The vaginal flow then pales and becomes 
pink to brown after approximately 3 days; this is called 
lochia serosa, Lochia serosa should not contain clots 
and can last up to 27 days in some women (Gabbe, 
‘ial i рео, 2007. Typis by 10 day” post: 
partum, the vaginal discharge often becomes yellow to 
white and is called lochia alba. Lochía alba may con- 
tinue, on average, 10 the sixth week postpartum 
(Table 12-1) 

Estimating the amount of lochial flow by observa- 
tion is difficult. Many facilities use perineal pads that 
have cold or warm packs in them. These pads absorb 


Normal and Abnormal Characteristics of Lochia. 


less lochia, which must be considered when estimating 
the amount of blood loss, If a mother has excessive 
lochia, a clean pad should be applied and checked 
within 15 minutes. The number of perineal pads ap- 
plied during a given period should be counted or the 
pads weighed to help determine the amount of vaginal 
discharge. One gram of weight equals 1 mL of blood, 
In addition, the woman's fundus should be checked 
for firmness. Nurses often estimate the amount of 
lochia in terms of the approximate size of the area 
rele in 1 hour (Skill 12-2). 

mount of lochia is less after a cesarean birth 
Seance or the use of oral contraceptives does 
not affect Jochial flow, Lochia is briefly heavier when 
the mother ambulates because blood that has pooled 
in her vagina is discharged when she assumes an up- 
right position. The gush of blood can be anxiety pro- 
voking to the woman and should not be confused 
with a postpartum hemorrhage, Excessive lochia rubra 
early in the postpartum. pu may suggest bleeding 
as а result of retained fragments of the placenta or 
membranes. Recurrence of bleeding in 7 to 10 days af- 
ter birth suggests bleeding from the placenta site but. 
may be the result of normal sloughing (Gabbe, Niebyl, 
& Simpson, 2007). After 3 (04 weeks, late bleeding may 
also be caused by infection or subinvolution. Contin- 
ued lochia serosa or alba suggests infection (endome- 
tritis) and is often accompanied by fever, pain, or 
abdominal tenderness and an offensive, foul odor to 
the lochia Any abnormal lochia pattern should be 
documented and reported. Ultrasound is one of the di- 
agnostic methods that can be used to confirm the cause 
of postpartum bleeding. 

Assessment of uterine firmness, location, and posi- 
tion in relation to the midline (see Skill 12-1) is 
performed at routine intervals. A poorly contracted 
(soft, boggy) uterus should be massaged until firm to 
prevent hemorrhage. It is essential not to push down 
on an uncontzacted uterus to avoid inverting il. 


Vagina 

‘The vagina usually appears edematous and bruised, 
and the opening in the vagina often Барен when 
intraabdominal pressure is increased, such as by 


— NORMALLOCHA _ 
BL Box eto Many Nicol оят fala 


нра Creamy white; ashy ador 


тушп pereo pad in Pout 
or ass 


Foul smal saturation of perineal pad 
Ja 1 hour or less 

Foul smell, persistent ода! 
‘discharge over 3 weeks; tum te 
pink or red discharge. 
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lochia for quantity. A guideline to estimate 
d document the amount of flow on the menstrual 
d in 1 hour is as follows (see illustration): 
Scant: less than a 2-inch (Sem) stain 
» Light: less than a 4-inch (10-cm) stain 
e. Moderate: less than a 6-inch (15-cm) stain 


coughing, By the third postpartum week, the vagina 
resumes the appearance of the pre-pregnant state, with 
some relaxation of tissue, The rugae, or vaginal folds, 
disappear during pregnancy, and the walls of the 
vagina become smooth. The rugae reappear within 3 
weeks postpartum. Within 6 weeks, the vagina has 
almost regained its pre-pregnancy form. Breastfeeding 
mothers, in particular, may have vaginal dryness and 
discomfort during sexual intercourse. A water-soluble 
vaginal lubricant such as К-Ү Jelly makes intercourse 
more comfortable. Dryness usually disappears when 
ovulation and menstruation return. 


Perineum 
The perineum has been stretched and thinned to 
accommodate the size of the newborn. The pelvic floor 
muscles are overstretched and weak. The appearance 
of the perineum varies greatly, depending on the type 
and extent of the laceration(s) or eplsiotomy (cut in the 
perineum). The soft tissues of the perineum are often 
edematous and bruised, 

The nurse puts on clean gloves before assessing the 
perineum to prevent contact with vaginal blood flow. 
‘The perineum is assessed for the type and amount of 
vaginal discharge, unusual swelling, discoloration, 
healing of the tissues, and discomfort (Skill 123). If 
an episiotomy was performed, the state of healing is 


Large: >6-lnch stain (50 to 80 ml) 


Estimating the volume of lochia on the perineal pad. gel 
brands of peras absorb in erent patterns. Tha nurse souk 
be tamar wih the patiom of the peripad uad at tha (ису to 
standardize documentation. 


assessed by the REEDA scalo, a mnemonic for Redness, 
Edema, Ecchymosis (bruising), Discharge, and Ap- 
proximation of the wound. Foul odor accompanied 
by drainage indicates infection; further examination 
of the incision and area of warmth and tenderness 
should be performed, Hemorthoids, if present, are 
assessed for size, number, and discomfort, During 
the assessment, the nurse asks the woman about relief 
obtained from comfort measures (sitz bath, warm or 
cold applications, and medications). The nurse should 
record his or her finding 

Studies have shown a positive response to cold sitz 
baths (Gabbe, Niebyl, & Simpson, 2007). Occasionally, 
the cause of perineal pain is prolapsed hemorrhoids. 
Witch-hazel pads, astringent pads, suppositories, or 
local anesthetic sprays are helpful. Healing usually 
takes place within 6 weeks. Daily perineal care is 
described in Skill 12-4. 


CHANGES IN THE MUSCULOSKELETAL SYSTEM 
Muscles and Joints 

During the first few days, levels of the hormone relaxin 
decrease and ligaments and cartilage of the pelvis be- 
gin to return to the pre-pregnancy state. With the deliv- 
ery of the placenta, the effect of progesterone on 
muscle tme is removed. Therefore, muscle tone begins 
to be restored throughout the body. In particular, the 
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the Perineum 


i & EY 


PURPOSE 
То observe perineal trauma, hemorrhoids, and status 
of healing. 


Steps 

1. Ask the mother to turn on side and flex upper leg, 
lower perineal pad, and lift up upper buttock; if 
necessary, 55 


How to Perform Perineal Care 


3. Examine episiotomy or laceration for REEDA | 


4. Observe hemorrhoids for extent of edema (can. 
С кавага ні Боны айаш), 
clean peripad. 
? Dispose of soiled contents in appropriate waste 
container and wash hands. 
7. Document findings. Report abnormal findings, 


ing) | 
Via 
PURPOSE 
lo promote healing and prevent infection, 
Steps 


1. Gather supplies needed, such as bottle with warm. 
water, peripad, and prescribed ointments. 

2. Help the woman to bathroom. 

3. Instruct the woman to wash her hands before and. 
after perineal care. 

4. Remove soiled pad from front to back; discard in 
waste container, 

5, Squeeze peri bottle or pour warm water or cleansing, 

‘over perineum without opening labia, 

‘with tissue. Use each tissue one time; pat 
tto back, then discard tissue. 


6. Pat 
from. 


tone in the rectus abdominis muscles and the pubo- 
coccygeal muscle is restored. The abdominal muscles, 
including the rectus abdominis muscles, may be sepa- 
rated, and diastasis recti can occur (Figure 12-2). Spe- 
cial exercises can strengthen the abdominal wall. 
Women need to be advised that with proper diet, ex- 
ercise, and rest, the abdominal muscle tone is usually 
regained more rapidly. Good body mechanics and 
correct posture are important to help relieve low 
back pain, Kegel exercises help the pubococcygeal 
muscle (muscle that aids bowel and bladder control) 
to regain normal function (see Chapter 5). 

A generalized decrease in bone mineralization 
occurs after birth. This bone loss is not affected by 
calcium intake or exercise but returns to normal within 
18 months (Gabbe, Niebyl, & Simpson, 2007). 


7. Apply medicated spray, ointment, or pad, as 
directed, Do not apply perineal pad for 1t02 
minutes (otherwise, medicition vil be absorbed | 


їп pad). 

%. Apply clean perineal pad from front to back, 
touching only sides and outside of pad to lessen. 
risk of infection. 

9. Do not flush toilet until the woman is standing 
upright; otherwise, the flushing water can spray on 


perineum. 

10, Always perform perineal care after each voiding or 
stool, or at least every 4 hours during Letina 

11. Report clots, increase in lochia flow, or excessive 
abdominal cramping. 

12, Document care, findings, and teaching, 


Lower Extremities 
Venous stasis, particularly during the later part of preg- 
nancy, contributes to the risk of blood clots (thrombosis) 
forming in the lower extremities. By passively dorsiflex- 
ing the woman's feet, the nurse determines whether 
there is pain in the calf (a positive Homans’ sign) 
(Figure 12-3), This may be an early sign of venous throm- 
bosis and should be reported. In addition, the nurse 
inspects the legs for redness, swelling, and warmth. 


CHANGES IN THE CARDIOVASCULAR SYSTEM 


Dramatic changes to the maternal cardiovascular 
system occur in the postpartum period. During preg- 
nancy, an approximately 50% increase in circulating 
blood volume occurs (hypervolemia), which allows 
the woman to tolerate considerable blood loss at birth 
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FIGURE 12-2 Dusstasa rect occurs when the longitudinal muscis 
of Inc abdomen separate dung pregnancy, 


FIGURE 12-3. Horus: sn positiv when thw mother has geen 
оп sharp denen of the foot, A postive Homans’ sign should be 
promptly ported 


Without adverse effects. Many women lose at least 200 
to 500 mL. of blood during vaginal births and approx- 
imately twice as much during cesarean births. Read- 
justments in the maternal vasculature after childbirth 
are rapid, During postpartum adaptation, dramatic 
and immediate changes take place in the circulating, 
blood volume that prevent hypovolemia from normal 
blood loss during delivery. These changes include 
(1) elimination of the placenta, which diverts 500 to 
750 mL of blood flow into the maternal systemic circu- 
lation; (2) rapid reduction of the size of the uterus, 
Which puts more blood in the systemic circulation; 
(3) increase of blood flow to the vena cava from elim- 
ination of compression by the gravid uterus; and 
(4) mobilization of body fluids accumulated during 
pregnancy. Cardiac output may remain increased for 
1 year ог more (Gabbe, Niebyl, & Simpson, 2007), A 
healthy woman's body can make these changes, but a 
woman with a heart disorder can encounter problems. 


Excess blood volume, which is necessary during 
pregnancy, is removed to help the woman's body re- 
turn to the pre-pregnant state. This excess is disposed 
of in two ways: (1) diuresis (increased excretion of 
urine), in which a daily urinary output can be as much 
as 3000 mL; and (2) diaphoresis (profuse perspiration) 


Blood Values 
During the first 72 hours after childbirth, the loss in 
plasma volume is greater than that in the number 
of red blood cells (RBCs). This results in a temporary 
rise in the hematocrit and hemoglobin levels. Any 
excess will gradually disappear in accordance with 
the RBC life span. The normal levels are achieved 
within 2 to 4 weeks’ postpartum, The excess body 
fluids are excreted by the kidneys, which cause а 
marked increase in daily urinary output. Leukocyto- 
sis, an increase in the white blood cell count to 
15,000 / тт? or more, occurs immediately after birth 
in Women without infection; the levels return to 
normal within 10 days. 


Blood Coagulation 

Blood clotting factors that increased during pregnancy 
tend to remain elevated during the initial postpartum 
period. Fibrinogen levels may return to normal within 
2 weeks of delivery, This fact, along with trauma, 
immobility, and infection, predisposes the woman to 
the development of a thromboembolism (one of the 
leading causes of maternal death is an embolus or 
thrombus). To decrease this risk, early and frequent 
ambulation is essential, Dyspnea (difficulty breathing) 
and tachypnea (rapid breathing) are hallmark signs of 
pulmonary embolus and require immediate medical 
intervention, 

Varicose veins that have developed during preg- 
nancy usually diminish during the puerperium. be. 
cause the venous stasis that was caused by the 
gravid uterine compression (pressure of the uterus 
оп pelvic blood vessels) decreases. In addition, proges« 
terone level is decreased, which during pregnancy is 
largely responsible for a decrease in smooth muscle 
tone. 


Orthostatic Hypotension 

Resistance to the blood flow in the vessels of the pelvis 
decreases after birth. As a result, the woman's blood 
pressure falls when she sits upright or stands, and 
she may complain of feeling dizzy, lightheaded, or 
faint, Guidance and assistance are needed during early 
ambulation to prevent injury. 


Postpartum Diaphoresis 
Diaphoresis (perspiration) is the elimination of excess 
fluid through the skin, It is the body's way of getting 
rid of excess fluid accumulated during pregnancy. 
Profuse diaphoresis (excessive sweating) often occurs 
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at night. This adjustment has implications for nursing 
care. Showers, frequent changes of clothing, and ade- 
quate fluid intake are important for the woman's 
comfort. 


VITAL SIGNS 
‘Temperature 
The woman's temperature during the first 24 hours 
after delivery may rise to 38° C (1004* F) as а result 
the dehydration and exertion of labor. After the first 
24 hours, the woman should be afebrile, and any tem- 
perature greater than 38° C suggests infection. An 
elevated temperature that persists longer than 24 hours 
ог that exceeds 38° C should be reported to the physi- 
cian or nurse-midwife. A short-term elevation on the 
second or third postpartum day can occur as a result. 
of breast engorgement. 


Pulse 

The heart rate often decreases to a rate of 50 to 60 
beats/min (bradycardia, or slow pulse) for the first 
6108 days’ postpartum. An elevated heart rate may 
indicate undue blood loss, infection, pain, anxiety, or 
cardiac disease. 


Blood Pressure 

Blood pressure readings should remain stable after 
birth. A decrease in blood pressure may be related to ex 
cessive blood loss. Blood pressure elevation—especially 
when accompanied by a headache—suggests. gesta- 
tional hypertension and indicates the need for further 
evaluation (see Chapter 13). 


CHANGES IN THE URINARY SYSTEM 


The bladder of the postpartum woman has increased 
in capacity and has lost some of its muscle tone. In 
addition, during the birth, the urethra, bladder, and 
tissue around the urinary meatus may become edem- 
atous and traumatized, Urination is also impeded by 
anesthetic drugs. The diminished awareness of the 
need to urinate тау result in decreased. sensitivity 
to fluid pressure, and the woman may not feel an urge 
lo void. This is important to remember because the 
bladder fills rapidly as а result of intravenous fluids 
administered during labor and after birth. With blad- 
der distention, the uterus is displaced (often over to 
опе side, usually the right) and has a reduced ability 
to contract. When the uterus fails to contract, blood 
vessels are free to bleed. Therefore, it is important 
that the nurse monitor the woman for voiding. The 
urinary output in the early postpartum period can 
Бе great (diuresis). Tenderness over the costoverte- 
bral angle, fever, urinary retention, and dysuria 
with urinary frequency signify potential urinary 
infection, and further evaluation is necessary, 
Glomerular filtration may remain elevated for up to 
weeks postpartum. 


Signs of a Distended Bladder = 
* Fundus above umbiicus cr above baseine level 


* Frequent voicings of less inan 150 mL. of urine. indicating 
urinary retention with overflow 


Mild proteinuria may occur as a result of the break- 
down of uterine cells, The urine may also test positive 
for acetone or ketones from dehydration during а 
prolonged labor, Lactosuria may occur in breastfeed- 
ing women as a result of the lactation process. Normal 
status returns by 4 weeks’ postpartum. The following, 
measures may help a woman urinate: 

* Provide privacy (but monitor woman for safety). 

* Run water in the sink. 

* Have woman use peri bottle to squirt warm water 
over the perineal area to aid in relaxing the sphinc- 
ter (be sure to measure the water ко that 
urinary output can be accurately documented), 


CHANGES IN THE GASTROINTESTINAL SYSTEM 
The woman is frequently hungry and thirsty after the 
birth of her newbom because of energy expended and 
the long period of fluid or food restriction during labor, 
The woman is typically offered solid food after she has. 
shown she can tolerate liquids. Constipation may occur 
during the postpartum period for the following reasons: 
(1) decreased peristalsis caused by the li relax- 
ing effects of progesterone; (2) stretched abdominal 
muscles, making it more difficult to bear down to expel 
the stool: (3) limited food and fluid intake; (4) soreness 
and swelling of the and hemorrhoids; and 
(5) fear of pain. Ifan episiotomy were performed, a stool 
softener such as Docusate sodium or a gentle laxative 
Such as MiraLAX would be prescribed to avoid the dis- 
comfort of straining. A bowel movement is expected 
within 3 days after delivery, 

Nutrition is important for the woman's gastrointes- 
tinal tract to function properly. The woman should be 
encouraged to eat three well-balanced meals and 
maintain adequate calcium and pl rus intake if 
she is breastfeeding. A high-fluld and high-fiber intake 
is recommended to reduce constipation. While breast- 
feeding, she is advised to increase her caloric intake by 
500 calories per day above the pre-pregnancy require- 
ments. In addition, she is encouraged to increase her 
daily fluid intake to increase her milk supply. 

The hospital's dietitian is consulted to manage cul- 
tural aspects of postpartum nutrition. Laboratory 
values are often determined at the 2- or 6-week post- 

partum examination to delect whether anemia has 
Токе ii developed, 
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CHANGES IN THE NERVOUS SYSTEM 

Neurologic changes during the postpartum period 

fesult from a reversal of maternal adaptations to 
and trauma from the birth process. 


by easing the compression on the median nerves in the 
wrists. Headaches require careful assessment because 
gestational hypertension can continue to cause headaches 
in the postpartum period. 

(CHANGES IN THE INTEGUMENTARY SYSTEM 
During pregnancy, many skin changes occuras a result 
‘of an increase in hormones, After childbirth, the skin 
gradually reverts to the prepregnancy state, The 
mmelanocyte-stimulating hormone (MSH) levels, which 
cause hyperpigmentation during pregnancy, decrease 
‘impidly after childbirth. This is particularly noticeable 
When the mask of pregnancy (chloasma) and linea 
nigra disappear, Also, spider nevi and palmar ery- 
thema that develop as the result of increased estrogen 
levels gradually disappear, Striae gravidarum (stretch 
marks), which develop on the abdomen, thighs, and 
breasts, gradually lade to become less noticeable sil- 
very lines but do not disappear completely. Hair 
growth slows, and some hair loss may be experienced. 
їп the first months after delivery, but it typically 
feturns to normal without intervention. 


CHANGES IN THE ENDOCRINE SYSTEM 


After the expulsion of the placenta, estrogen and pro- 
gesterone levels decrease. If the mother is bottle feed- 
ing, estrogen levels begin to rise to follicular levels 
approximately 3 weeks after delivery, which allow 
the return of menses, Often the first menses is anovu- 
latory. Return to pre-pregnancy levels of estrogen and 
progesterone is slower in breastfeeding women. Lacta- 
tion is initiated as levels of prolactin increase, and, with 
increased breastfeeding, the prolactin level rises fur- 
ther. In nonlactating women, the prolactin level de- 
ines and reaches the pre-pregnancy level by 
14 days’ postpartum. The dramatic change (drastic 
drop in hormones) in the endocrine system allows 
two significant events to occur: lactation (milk secre- 
tion) begins with the newborn suckling, and the men- 
strual cycle function returns. 
Lactation (the secretion of milk) is the end result of 
e у tracing ctos (mé Chapt 1) Ani lle 
gen, progesterone, and human placental lace 
togen | ‘nv (all prolactin-inhibiting agents) decrease 
rapidly, causing a brisk increase in prolactin secretion. 
Once lactation has been established, suckling is the 
‘most important stimulus for the maintenance of milk 
production and ejection. Prolactin, secreted by the an- 
terior pituitary gland, promotes milk production by 
stimulating the alveolar cells of the breast, and oxyto- 
cin, secreted by the posterior pituitary, triggers the 


ejection of milk as the newborn sucks. Oxytocin also 
stimulates uterine contractions (afterpains) felt by the 
mother. 


By the third day after delivery, the prolactin eífect 
on the breast tissue is evident, and the hormone is pre- 
sent in sufficient quantity to cause breast engorgement. 
The breasts become distended, firm, tender, and warm. 
At this time, milk, which is thin and bluish, begins to 
replace the colostrum (premilk). 

AM the woman does not wish to breastfeed her new- 
born, she should avoid any breast stimulation, in- 
cluding newborn suckling, pumping the breasts, or 
allowing warm water to flow on the breasts during 
showers. Prolactin levels drop rapidly. Palpation 
ol the breast on the second or third day will likely re- 
veal engorgement. The breasts become distended 
(swollen). firm, tender, and warm to touch (due to 
vasocongestion). Breast engorgement is primarily 
caused by the temporary congestion of veins and 
lymphatics rather than by an accumulation of milk. 
Engorgement spontaneously. resolves, and discom- 
fort usually decreases within 24 to 36 hours. A snug 
supportive bra worn for 72 hours. ice packs, and 
mild analgesics may be used to relieve breast discom- 
fort. If suckling has never begun and nipple stimula- 
tion is avoided, lactation ceases within a few days 
to a week. Breastfeeding is discussed in detail in 
Chapter 11 


Resumption of Ovulation and Menstruation 

Most nonlactating mothers resume menstruation 
within 3 months after childbirth. Breastfeeding delays 
the return of ovulation and menstruation, Ovulation 
may return within 1 month in nonlactating women 
and up to 6 months in lactating women. Many lactating, 
women resume menstruation within 6 months, 
although some do not menstruate as long as they nurse 
their newborns at least 10 to 12 times in a 24-hour 
period. The first menstrual flow is often greater than 
normal for both nursing and non-nursing mothers. 
The woman should be advised that it is possible to 
ovulate and become pregnant before her menstrual 
periods are established, In other words, breastfeeding 
is not an effective contraception method. The woman 
should be encouraged to discuss family planning with 
her heslth care provider, 


WEIGHT LOSS 
Immediately after delivery, the woman's weight 
decreases by approximately 45 to 58kg (10 to 
13 Ibs). This weight loss is accounted for by the re- 
moval of the fetus, placenta, and amniotic fluid. An 
additional 23 to 3.6 kg (5 to 8 Ibs) are lost during the 
early postpartum period as a result of diuresis and di- 
aphoresis. An additional 0.9 to 1.4 kg (2 to 3 Ibs) is lost 
via lochia and involution in the first week postpartum 
(Blackburn, 2007), 
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During pregnancy, the woman's body stores 
23 to 32 kg (5 to 7 Ibs) of fat for lactation needs. The 
breastfeeding mother gradually uses this fat store 
over the first 6 months, and she often returns to her 
approximate pre-pregnancy weight. Some women 
tend to retain some of the excess weight gained during 
pregnancy, Therefore, women are encouraged to per- 
form postpartum exercises to lose the excess weight 
gained during pregnancy and to increase the strength 
and tone of various muscles in their bodies, Aerobic 
exercise has no adverse effects on breastfeeding 
(Gabbe, Niebyl, & Simpson, 2007). 


PSYCHOLOGICAL CHANGES AND NURSING 
INTERVENTIONS. 


Mood swings are common during the postpartum 
period. The rapid decline of hormones such as proges- 
terorv and estrogen is believed to contribute to the emo- 
Чопа! upset. Other factors related to emotional reactions. 
are conflict about the maternal role und insecu- 
rity. Women who have economic or family problems 
usually demonstrate more stress in response to mother- 
hood. In addition, past fetal losses or pregnancy fallures 
contribute to postpartum emotional problems. Physical 
discomforts such as а painful perineum, afterpains, 
breast engorgement, and fatigue all contribute to nega- 
tive postpartum reactions and should be promptly man- 
aged to promote comfort in the postpartum phase. 


PHASES OF MATERNAL ADAPTATION 

Maternal adaptation has been described by Rubin 
(1984) as a series of three phases (Box 12-1), The 
Taking-in phase begins immediately after birth and lasts 
for а few hours to approximately 2 days postpartum. 
This phase is characterized by passive, dependent be- 
havior, The woman focuses on her own needs and is 
concerned about the overall health of her newborn. 
‘The mother often repeatedly reviews her labor and birth 
experience, 

"The laking-hald phase is the second maternal phase, 
when the woman is ready to assert her independence. 
She becomes the initiator and is ready to participate 
independently in newborn care, She often becomes 
exhausted in her new role and verbalizes anxiety 
about it. 

The third stage is the latting-go phase. In this stage, 
the woman assumes her position in the home and her 
new maternal role. Sometimes, demands placed on her 
may lead to feelings of mild depression, 


ATTAINMENT OF THE MATERNAL ROLE 

Maternal role attainment is the process by which the 
woman learns mothering behaviors and becomes com- 
fortable with her identity as a mother. As the bond 
between the newborn and mother forms, the mother 
and newborn grow to know each other. 


Materna! role attainment occurs in four stages. 
‘These four stages correspond to those identified by 
Rubin (1984), In the anticipatory stage, which occurs 
during pregnancy, the woman looks to role models 
of how to be а mother. In the formal stage, which 
begins when the newborn is bom, the mother is still 
influenced by the guidance of others, The informal 
stage begins when the mother starts to make her 
‘own choices about mothering, and she begins to find 
her own style. In the personal stage, the mother does 
hat she is comfortable with in the role of mother. This 
stage occurs from 3 to 10 months after delivery, Social 
ice the mother's age, her personality traits, and 

her socioeconomic status all influence her success in 
assuming the mothering role. 

The transition to motherhood is а complex behav- 
ioral process. Today's new mothers tend to be less 
dependent and are better able to assume the self-care 
responsibilities because of factors such as the reduced 
amount of medications received during labor, early 
ambulation, rooming-in, and increased support from 
the father, significant other, or family. 

Parents who are ill-prepared for the changes in rela- 
tionships, lifestyle, and roles associated with the integra- 
tion of the newborn in the family have more difficulty 
making the necessary transition. The woman's immatu- 
rity, minimum exposure of the mother to the baby in the 
days after birth, lack ofa supportsystem, orill health also 
can interfere with maternal role attainment. 


POSTPARTUM BLUES 

Postpartum blues occur in approximately 70% of 
women during the first few days after birth and gener- 
ally last up to 10 days. This state is characterized by 
tearfulness, insomnia, lack of appetite, and a feeling 
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b being disappointed. Psychological adjustments and 
«tors are thought to contribute, and discom- 

anxiety, anger, and fatigue seem to play a part. 
There is no obstetric, social, , ог economic 
{factor that predisposes a woman to developing postpar- 
fum blues. It is possible that altered function of central 


neurotransmitters and hypothalamic-pituitary-thyroid 
interaction may be involved. However, rapid role 
changes and new responsibilities play а major role 
(Gabbe, Niebyl, & Simpson, 2007). Rest, empathy, 
and supportive care are the primary management strat- 
egies (Table 122). Teaching relaxation techniques, 


V 
р 2: From the patient data collection, Боа pras NOM agross 
DR Com Qu WE EGRE soe 8 


Ка signa within normal Ут (A) 
F 


Мо extended family close by () Encourage frequent contact with family by phone and e-mail. 
‘Decreased social support because of recent relocation (1) Provide Information оп community programe, parenting 
Economically gk 


— — O Make a referral to have nospital chaplain visit, 


| Btates вле believes in God but feels disconnected from, Provide a bet of оса places of worship. 
— —— o EN E 
Dl - 


| Nursing oingnosis: neffctve individual coping related to effects o postpartum blues or depression. — 


‘Assuming new role of mother (0 Encourage positive bonding behaviors through leaching and. 
reinforcement 


— = — 


Let patient know that bonding occurs over time and may not. 
be immediate. 

Encourage active participation in caring for newbom and. 
provide positive reinforcement. 


At each contact, determine and document mood (facia) 
expressions, actions, verbal statements). 


Encourage patient to share feelings regarding parenting role | 
алі newbom by using active stening techniques. 


Continued 


[тет ат? 


| == 
‘Expresses feelings of inadequacy (A, 1) 


Teach patient that new mothers often have feelings of 
inadequacy when. 10 new role. 


IRA e HERR lg pa “At each contact, assess and document bonding behaviors. 


‘Anxiety from ineffoctive 
able to care for newborn (А, T, 0 


breastfeeding and fesings of not beng Teach palient that postpartum blues affects up lo 80% of new. | 
mothers. 


cerros rien edi roris 


Explain what postpartum blues is to husband or partner and | 
ways to be supportive during this lime, Trach signs and 


Symptoms of 
Вей to support group or obtain social serice consult. 


UG ter ires wed ролы" био ү MUTE смело евр, ide unarts oF pateni осі esten. 


increasing confidence in self-care and newbom care, 
and promoting communication between the woman 
and her partner are essential nursing responsibilities. 
Postpartum support groups may be available in the 
community. Postpartum depression is discussed in 
Chapter 17. 

Providing support, anticipatory guidance, and reas- 
surance that her feelings are experienced by many 
mothers is helpful. If the woman continues to feel 
depressed or has intense mood swings, further 
evaluation by the health care provider is necessary. 


CARE MANAGEMENT AFTER DELIVERY 


Nursing assessment during the first 1- to 2-hour recov- 
ery period requires close monitoring every 15 minutes 
for vital signs (blood pressure, pulse, and respirations), 
fundal location and consistency, and amount of bleed- 
ing. If the woman's status is stable, these assessments 
are made less frequently, usually every 30 minutes for 
1 hour and then hourly for at least 2 hours, The infant 
may be put to the breast, and the initial parent-infant 
bonding process begins. After the initial 1- to 2-hour 
assessments, the woman whois going to the traditional 
postpartum unit is transferred by wheelchair or gur- 
ney to her room. In hospitals that have a labor. 


delivery, recovery, and postpartum (LDRP) unit, the 
woman remains in the same room for the entire expe- 
rience, With dyad or couplet care (the nurse cares for 
mother and newborn), the report is given to that nurse. 
In the traditional setting, an applicable report is given 
toa nursery nurse and а postpartum nurse, A physical 
assessment, including the measurement of vital signs, 
is performed on admission to the postpartum unit. 
Also at this time, the woman's knowledge level about 
self-care and newborn care is determined. 

The care plan incorporates nursing strategies to as- 
sist the mother and family in learning about self-care 
and care of the newborn. The family and siblings can 
visit the mother and newborn while in the facility. 
‘The basics of postpartum care (e.g., perineal care) are 
explained. The mother is encouraged to ask questions 
about her and the baby’s care. Nursing efforts during 
postpartum are directed toward the parents’ knowl- 
edge, expectations, anticipatory guidance, and teach- 
ing. Discharge planning is begun by using every 
contact with the mother to fulfill the teaching and 
learning goals. 

The routine physical assessment focuses on the 
woman's general appearance, breasts, reproductive 
tract, bladder and bowel elimination, and any specific 
physical or psychological problems. 
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CULTURAL CONSIDERATIONS 

The nurse needs to explore cultural differences and 
practices conceming postpartum recovery. Cultural 
rituals, taboos, and traditions need to be respected. It 
Ís not uncommon for the woman to receive special foods 
and herbs that are believed to promote recovery. For 
‘some women, the time after childbirth (postpartum pe- 
riod) is a special time when others attend to their needs. 
For example, some groups of women from China and 
‘Southeast Asia view the first month after birth as a pe- 
од for relative confinement and rest. Female family 
members perform the household duties and participate. 
їп the newborn's care. Rooming-in after birth may not 
be compatible with some cultural beliefs. In contrast, 
in the American culture, women often perform light 
tasks soon after their discharge from the hospital. 

‘One of the most common non-Western beliefs is the 
humoral theory of maintaining a balance between hot 
and cold. Because blood is considered "hot," loss of 
blood during labor and delivery leaves the woman in 


Scenario. 


ambulate and shower, the woman cries. 
Selected. 


А mother is 1 day postpartum, She does not speak English well and appears anxious. When encouraged by the nurse to 


Nursing Diagnosis. 
Decisions conflict related to desire to please health care workers and desire to engage in cultural ritualy and practice 


а "cold" state, thus requiring "warm" items to restore 
balance, such as hot baths and warm water. In even 
the hottest weather, drinking ice water and staying in 
anair-conditioned room are rejected after birth by some 
cultures. In other cultures, such as Mexican American, 
bathing and hair washing are contraindicated for 
40 days after delivery. Therefore, the new mother may 
refuse to shower the day after giving birth, This 40-day 
petiod corresponds somewhat to the modified activity 
recommended in traditional Western. medicine. Non- 
Western health care practices may also have rituals 
related to the disposal of the umbilical cord and placenta. 

Birth control practices vary among cultures and 
must be considered when discussing family planning, 
The nurse must be sensitive to the Various practices 
and recognize that some women may feel distressed 
when they are told to ambulate early and participate 
in newborn and self-care activities. The nurse should 
incorporate cultural practices of the patient in the care 
plan (Nursing Care Plan 12-1). 


Expected Outcomes 


Nursing interventions _ 


Patient will participate with nurse 
in devolopng a culturally 
congruent individualized plan 
for obstetric care. 


Patient will freely verbalize her 
desires when asked to participate 
in culturally incongruent 


Patient will express satistaction with 
the care received during her 
hospitalization, 


Selected Nursing Diagnosis 


Patient and. persons will. 
have al) essential information 
‘communicated to them in a 
‘mariner they can understand 


Assess cultural rituals and practices that 
aro important to the patient by interview, 
with an interpreter Û necessary or with 4 
birth plan questionnaire, 

Provide a warm, friendly environment. 


Explain to patient that she has the right to 
verbalize any dis it with the 
way care и being delivered and to 

that the care include culturally 
specific rituals and practices, 

Allow patient to engage in cultural 
rituals or practices whenever it is 
medically sate to do so. 

Whenever possible, provide choices to 
patient (ex, "Would you like to take a 
shower now ог would you prefer to 
майт"), 


Impaired verbal communication related to effects of language barrier 
Expected Outcomes. Nursing Interventions. 


Information obtained aids in the 
evelopment of a culturally congruent 
individualized care plan. 


Relieves anxiety and conveys a message 
о! acceptance, 

Patient and support persons are more 
likely to disagree and make requests 
when they ane informed itis acceptable 
todo se, 


Allowing patient to engage in activities 
can be [== гй and can enhance 
coping abilities. 

Allows patient to choose culturally 
acceptable ways of doing things 
without feeling like she 
disrespectful to health care providers 


‘Whenever possible, assign a nurse who 
speaks the same language as the patient. 
Obtain an interpreter or use a 
person. If patient feels uncomfortable 
questions when using an 
Who knows her, provide а 
and inform the 
information will be kept 


hospital in 
patient that all | 
confidential. 


Allows direct communication between. 
nurse and patient, 

Ensures that correct information is 
‘obtained and conveyed. 


Continued 


Nursing Interventions — 


Rationales 


Patient and support person will 
have all of their questions 
answered. 


Health care providers will become 
aware of all needs af patient and 


Support person as they arise, 


Selected Nursing Diagnosis 


Patient will freely express her 
feelings and concerns. 


strategies lo alleviate foars. 


Patient will state she is less afraid, 


Ask permission to use the support 
or family member to interpret. 

Form patient ihat she has е right to 

refuse to answer any question wi 


‘she does not want the interpreter to 
know the answer. 


Ask permission before using children to 
Interpret and use only if another 
interpreter is not available. 

‘Obtain hospital interpreters as needed 

ferably a woman): inform patient 
hat all information will remain 
confidential 


Inthe absence of an interpreter, provide a 
questionnaire in the patients native 

Tinguage to be given on admission that 
includes essential assessment 
information that can be answered with 
numbers, yes/no answers, or multiple 
choice answers. 

‘Assess for patient's and support person's 
nonverbal signs of needs or concerns. 


Write down ar memorize short yes/no 
‘questions and simple commands you 
‘can use to communicate with the 
patient and support person. 


‘Assess ability to read and provide 
literature to patient in her native 
language if appropriate. 


Use pictures, diagrams, or body signals 
to communicate, 


Fear related to unfamiliarity of the dominant culture’s environment and childbirth practices 
Expected Outcomes Nursing Rationales 


Orient patient to the environment, а 
equipment, procedures, routines, 
antici idance of what she сап 

E 


Patent will verbalize and use coping Use events to identify or estimate when 


things will occur (e g. before sunset, 
aber) 6 


Encourage family members to visit and 
stay with patient. 

Encourage patient to express lears and. 
concerns. 


Patients have a right to privacy regarding 
health care maem ty im 
ive ion for information to 

red with someena ley ст. 
Persons in some cultures believe they 
must answer all questions to maintain. 
respect, so they need to be told itis 


le to information 
per Ft 


In some cultures, it is not acceptable for 
children to know more than their 


vents. 
when patients fee! uncomfortable 
discussing health care information with 
support persons, or when support. 
do not speak the dominant 


а interpreter i< 
wee raucher огыр, Mast 
women prefer to discuss intimate 
matters with other women. 

This can be compared with an identical 
questionnaire that is written in English 
and the dominant of the 
patient to provide im; n 
рота du bai an be chared in 
English on the medical record. 


Facial expressions or tone of voice used 
as the patient and support person 
interact can be clues that they have 
questions or concerns- 

Allows for quick assessments to be made 
in the absence of an in deis 
Vngorint to remember a sore 
palionts may respond “yes” even 
when they do not understand the 
question: therefor, iti importan to 

Y congruence between 
verbal response and nonverbal 
responses or behaviors, 

M patient can read written information, 
It can be an effective way of 
communicating when verbal 
‘communication is impaired. 

Сап be an effective way to convey 
{information or directions in the 
absence of an interpreter, 


Knowledge reduces fears and can cleat 
up misconceptions that may be 
‘contributing to fear. 


Many cultures rely on events rather than 
a dock to determine time. When. 
patients can anticipate approximate 
time frames, fear and anxiety can be 
reduced. 

Provides support to the patient. 


Provides the opportunity to correct. 
misconceptions or 
misunderstandings. 


аай | 


Expected Outcomes. Rationales 
«АЫ and newborn cultural Provides insight into cultural belief 
practices and rituals that are system, which can be used to 
important to patient. Unless these Ride som care plan. Participati 
practices are contraindicated ог in cultural practices can provide 
ا ا ا ا‎ 
мт ok e ber ide tore eys feelings of. and 
ан veys feelings of acceptance. 
toward cultural practices that aresafe decrees patens fears of not acting 
implement. expected manner. 
ка scenic rllonal бергейсен. Knopledée sions petens o ue 
that аге contraindicated or unsafe. informed decisions about adopting 
safer practices. 
Develop mutually acceptable Can increase compliance with adoptin, 
compromises when cultural practices safer practices. 


are contraindicated or unsafe. 
Provide patient and support person 
with frequent encouragement, 


Patient will have relaxed facial 


Increases patient's feelings of well-beir 
expressions. pee ie 


Critical Thinking Questions. 
1. A mother tells you that she refused to give her newborn to the technician, who wanted to bring the infant to the nursery 1 
routine screening tests, because the technician was not wearing a name badge. How should you Р 


1. You are assigned о cate for a woman who gave birth yesterday. She refuses to get out of bed or take a shower. How shou 
you respond? 


ттн CHECK In addition to these specific assessments, obser 


postpartum check, which can be remembered 
5 the mnemonic BUBBLE-HE, includes assessment 
of the Breasts, Uterus, Bladder, Bowel, Lochia, Episiot- 
оту (perineum), Homans’ sign, and Emotions (psyche) 
(Table 12-3), The Homans’ sign checks for the develop- 
ment of blood clots in the lower extremities, The emo- 
tional status includes bonding between parents and 


tion and recording of vital signs, pain, hydra! 
status, the woman's ability to ambulate, and the abi 
to care for her newborn should also be included. W 
performing the postpartum check, the nurse expli 
that the reason for the assessment is to rule out 

deviation from normal. In addition, the nurse teac 
the woman how to assess the and firmi 
of the uterus (Table 12-4), Because of early discha 


infant. 


Signs of engorgement, tenderness, lactation 
Funda height, location, end consistancy 

M oc when patient had bowel movement 
Amount, color, presence of cots, and odor — 
бета, hematoma, signs of episiotomy or laceration healing, cr signs cf inflammation (REEDA ses 
Edema, recess, tenderness, warmth of legs, and Homans’ sign (positive or negative) 

General atttude, senso of satisfaction, level of fatigue 

‘Amount of fud intake, issue turgor 


. patent was dizzy or faint when ор and about: frequency с! ambulation 
Temperature. pulse rare, resprallons. ала blood pressure. 
Calor of skin and mucous membranes, coping ability 
Location and degree of Gen. pain management strategies 
Mother's reaction to newbom 
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the woman is encouraged to continue this assessment 
when at home. If the uterus appears relaxed or boggy 
during the assessment, the uterus should be massaged 
until it is firm and remains firm. When the uterus is 
massaged, it is important not to be too vigorous be- 
cause this may cause overstimulation, which сап result 
in uterine atony (loss of muscular tone of the uterus) 
and hemorrhage. 

‘On completion of the postpartum check, the nurse 
documents the findings and promptly reports any 
abnormal findings, In addition to the usual postpar- 
tum assessments, the postcesarean mother must 
also be assessed as a postoperative patient. Care of 
the woman alter a cesarean birth is discussed in 
Chapter 14, Breast care and breastfeeding are 
discussed in Chapter 11, 


AMBULATION 


Early and frequent ambulation is essential Io reduce 
the risk of infection or thrombosis (clot formation). 
Early ambulation also reduces the chance that respira- 
tory, circulatory, gastrointestinal, or urinary problems 
Will develop and promotes the rapid return of 
strength. The woman is advised to ask the nurse to 
be with her when she gets out of bed for the first time. 
Women who have lost a large amount of blood are 
more apt to fee! faint because of the decrease in blood 
volume. 


POSTPARTUM CHILL 


‘Women often experience a shaking, uncontrollable 
chill immediately after birth. The exact cause is un- 
known, but it may be related to a nervous response 
от to vasomotor changes rather than the coldness of 
the delivery or recovery room. If the chill is not fol- 
lowed by an elevated temperature, it is of no clinical 
significance. The woman should be covered with a 
warm blanket or have a hot drink and be reassured 
that the chill is a common experience after birth. 
After the first 24 hours, chill and fever may indicate 
infection, and the woman should have further 
evaluation, 


Apply. 

мому health cere provider i поте remains sott or f d 
юмде ol right red blood continuas affer tundus s frm. 
Assess bladder for distention, 

Assist mother fo vold or cathelertze and recheck fundus, 
Document findings. | 


Most women have some degree of discomfort during 
the first (ew postpartum days. Common causes of dìs- 
comfort include episiotomy, hemorrhoids, afterpains, 
and breast engorgement. Nursing interventions 
are intended to reduce the discomfort and allow the 
woman to take care of herself and her baby. Nonphar- 
macologic measures are used, either alone or in 
combination with pharmacologic interventions. 


Nursing Interventions. 

Simple interventions that can decrease the discomfort 
associated with perineal trauma and hemorrhoids 
include encouraging the woman to lie on her side 
whenever possible and to use a pillow when sitting. 
Other interventions include applying an ice pack, 
moist or dry heat, or topical applications (if ordered); 
cleansing the um with a squeeze bottle (sec 
Skill 12-4); and taking a Warm shower or a sitz bath 
(Skill 12-5). 


Application of Cold to the Perineum. An ice pack is 
often intermittently applied to the episiotomy in the 
first few hours after birth to reduce edema and numb 
the tissues, which can promote comfort, Commercial 
chemical ice packs are commonly used, Inexpensive 
ice bags can be made by filling a disposable glove with 
ice and then taping or securing the glove at the wrist 
opening to prevent water leakage as the ice melts. 
An ice pack is most effective during the first 24 hours 
after delivery: 

The nurse should teach the woman about the pur- 
pose of the ice pack and its preparation at home if 
swelling is present. The woman is advised to cover 
the ice pack with a towel to prevent damage to skin 
integrity, 


Application of Heat to the Регіпеит, Heat can also be 
used to decrease the woman's discomfort, Heat in- 
creases circulation to the perineal area and relaxes 
the tissues. Either moist or dry heat can be applied after 
the first 24 hours. 
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lo aid healing of perineum through application of 

| moist heat or cold.* 

2 

Steps 

1. Provide privacy, 
Assess the woman's condition and analyze 
appropriateness of procedure, 

Assemble equipment: sitz bath, clean towel, and 

Clean perineal рай. 

Ê Place sitz bath on toilet seat; turn on flow of water. 
5. Help the woman remove pad and sit in flow of 
water for 20 minutes. 

e When completed, help woman pat perineum dry; 
apply clean perineal pad (front to back), 

7. Assist woman in returning to the room (then to the 

. chair or bed). 


3. Document that sitz bath was taken, condition of 
woman, and condition of perineum, 
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Sitz Bath. A sitz bath is an effective method of applying 
thoist heat or cold to the perineum, It provides comfort, 
promotes healing, and reduces the incidence of infec- 
lion. tis supplied as a plastic, disposable basin that fits 
inside the toilet. The sitz bath should not last longer 
than 20 minutes. Because of the soothing effect of the 
‘warm water and the sitting position, the woman may 
feel extremely tired and unsteady on her feet 
afterward and may need help getting into bed. 

The nurse encourages the woman to clean a portable 
sitz bath basin or the tub before using it when she is 
home and to have the temperature of the water at ap- 
proximately 38° C to 405° C (100 F to 105° F) when 
warm water is used. Cold moisture numbs nerve end- 
ings and causes vasoconstriction, which can reduce 
edema and hematoma. The use of a sitz bath is 
described in Skill 1 


Topical Anesthetic Application. Topical anesthetics 
(eg, benzocaine [Americaine] or benzocaine and 
menthol [Dermoplast]) are given to relieve perineal 
discomfort. Sprays, dibucaine ointment, or witch 
hazel pads are commonly used to relieve hemor- 
tholdal discomfort, The woman is advised to apply 
the topical medication after a sitz bath or after using 
а heat lamp and to wait I to 2 minutes before apply- 
ing the perineal pad, or much of the medication will 
be absorbed into the pad rather than stay on the 
perineal tissues. 


FAMILY ADJUSTMENT AND DEVELOPMENT 
OF ATTACHMENT 


PARTNER BONDING 


The advancement from a generally farming society to a 
high-technology industrial economy has changed fam- 
Пу and social interactions. Extended families often live 
far apart. Two-career families result in both partners 
working and both contributing to the nurturing of 
the family. The nurse should be sensitive to the roles 
of each parent, which may be nontraditional, 

Responsibilities are often negotiated. The partner 
should be included in all teaching sessions involving 
newborn care and feeding. Partners often attend pre- 
natal classes with the mother, are present at delivery 
as a primary coach, and must be included in follow- 
up care. Adaptation of the partner parallels that of 
the mother. Bonding actually begins prenatally when 
the father or partner feels the fetus move or hears the 
heartbeat. 

Engrossment is the keen awareness and Interest in 
the newborn, characterized by holding the newborn 
en face; studying and touching features; accepting 
and expressing unique resemblances of the newborn 
to family or themselves; and feeling pride, elation, 
and increased self-esteem (Figure 12-4). The reality is 
established when the partner participates in newborn 
care, A stage of conflict may follow when the partner 
may resent the time the mother spends focused on 
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FIGURE 12-4 Engrosament ose rar is 


the newborm; the partner may seek recognition ог 
feel excluded. Adjustment and transition occur when 
the partner is able to increase interaction with the 
newborn and understand that there will be time set 
aside for partner interaction as well. Family crises 
can be prevented by helping the parents incorporate 
the newborn into their modified lifestyle and helping 
them communicate personal and family issues 
and needs. The role of siblings and grandparents 
may need to be reestablished. The availability of 
social support and community resources should be 
explored and telephone numbers for support and 
advice given to parents, 


SIBLING ADJUSTMENT 

Sibling response to the birth of a new sister or 
brother depends on their age and development. 
Younger siblings may consider the newborn to be 
competition and may fear that they will be replaced 
in the parents’ affections, Experts believe that chil 
dren benefit from seeing the mother and newborn 
in the hospital setting (Figure 12-5). Early involve- 
ment can help reduce the older child's anxiety, jeal- 
ousy, and rivalry toward the newborn (Box 12-2) 
Behaviors that may surface include regression to 
more infantile behaviors such as thumb sucking. 
Some may show jealousy and frustration when they 
see the mother holding or feeding the newborn and 
miss how it feels to be the baby. Special time must 
be taken by both parents and grandparents to give 
attention to older siblings. 
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Sibling Preparation for the New 
Family Member 


Encourage the child to foo the fetus move, 

Give imple. concise explanations about the expected 
baby, 

Take the child along on a prenatal visit to the clinic or 
physician, 

Mako changos in sleoping arrangements batoro the bith 
of the baby, 

* Gat a specs! new bed for the siding. 

* Increase the tathor's involvement with the child (seams te 
‘be directly related to batler adjustment to separation from. 
motnér and baby) 

Give n gift tc the child at the tne of tne baby's 
homecoming, 

* Involve the child in tho baby's care whenever possible, 

* Praise the chig for independent actiiies, such as getting 
dressed. 


GRANDPARENT INVOLVEMENT 

The involvement of grandparents with grandchildren 
depends on many factors. One of the most significant 
factors is proximity, Grandparents who live nearby 
often develop a strong attachment that involves shar 
ing love, which adds security for the grandchildren. 
(Figure 12-6). However, parenting practices change 
from one generation to the next, and this may bring 
conflict in child rearing. Attending classes, especially 
for grandparents, should be encouraged. In some 
cultures, the grandparents are expected to be with 
the new mother for the first 1 to 3 months to both help 
with the household duties and care for the new baby. 


PROMOTING PARENT-NEWBORN BONDING 

Bonding and attachment are processes that produce ал 
affectionate and emotional commitment between two 
individuals. This process is intense during the early 
post-birth period. The newborn, when alert, is able 
to elicit а strong positive response from the mother 


Post 


— 
rendra, Grandmoinere can 


я, пер ме infa care, and assat wi 


by making eye contact with her. Touch is important 
and elicits a positive response from the mother and 
stimulates the newborn, Mothers are observed using 
а high-pitched voice as they comfort the newborn, 
which causes newborns to become more alert and turn 
toward the mother. The attachment process is usually 
progressive over time. It is made easier with positive. 
newborn behaviors, such as sucking, smiling, clinging 
by the grasp reflex, and eye-to-eye contact. During the 
postpartum stay, the nurse is responsible for monitor- 
ing that attachment is developing between family 
members and the newborn. Promoting and facilitating 
parental attachment are important. The nurse must 
recognize that the attachment process is strengthened 
through the use of sensual responses between the 
parents and newborn, Every positive interaction 
between parent and newborn intensifies the attach- 
Вох 12-3). 


Holds newbom close while feeding 
Makes eye contact with newborn 

Speaks and sings to newbor 
identfes physical characteristics 10 


admire about 


meaning to ho- hem s actions such as grasp re 
(The baby is holding my f 
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Strategies for Promoting Parent-Newborn 
Attachment. 


* Encourage eye-to-eye contact, Advise parent to position 
newbom so thay can look at each other. Optimum gazing 
distance for newoor is 7 to 10 inches, 

* Encourage touch; parent's touch usually progresses trom 
fingertip exploration to open palm caress; the mother may 
then antold the baby in har arms; this is folowed by 
stroking newbom, picking up newborn, and holding 
newborn close: the newoom wil become quiet and 
relaxed: touch faciitates attachment 

* Encourage mother to inspect her newton, Inspection 
fosters identification and allows mother to replace a 
fantasized newoom with a real newborn. 

* Advise mother to talk about her newoom; verballzation 
about the newborn allows the parent to identity with the 
newbom ('Look, the baby has my ears." 

* Encourage cudding the newborn; holding the newborn 
close and feeling the warmth intos и positive 
‘experience forthe mother Ils sett- quieting and consoling 
to tha newborn, 

* Encourage cára-taking activities: the mother's 
participation in newborn cave often increases her 
Competence and satistaction [bathad our baby today: 


EARLY DISCHARGE PLANNING AND 
HEALTH PROMOTION 


Discharge planning is especially important with the 
current length of hospital stay, The woman's greatest 
need is education to prepare her to care for herself 
and her newborn (Table 12-5). The woman must know 
how to prevent introducing infection to the still- 
unhealed uterus and episiotomy before discharge. 
She must be made aware of the danger signs and, if 
they occur, know to call the physician, nurse-midwife, 
or clinic 


Postpartum Danger Signs 

'arge, the woman should contact her phy 

мее it any of the following develops: 

* Sudden persistent or saking fever 

* Change in vaginal discharge: increased amount, chang 
вапег color (bright red bleeding), offensive odor 


* Pain or tenderness in abdomen or pelvic area 
* Localized pain, redness, swelling, or warm area in calf 
* Localized area of pain, redness, or swelling in breast 


ûr buming on urination 


* Frequency, urgenc 
* Continued postpartum depression 
* Persistent perineal pain 


Nursing efforts are directed toward assessing 
the couple's knowledge and expectations. The nurse 
should provide the parents with the opportunity to en- 
gage in newborn care while in the hospital to build 
confidence, allay fears, and ask questions. Referral 


Fana Бен T yen нр LAE 
children at home, explore possiblity ої having family member, neighbor, ог community. 


"You can take sit baths and showers: remambat to continue to cleanse your perineum from tront 
ло back: J you had episiotomy, al stitches wil be absorbed. 
mot use douches until you return for your 

‘Avoid household tasks that require heavy iting for atleast 3 woeks after bith, 

You are encouraged not to ratum to an outside job fr al least З weeks (6 weeks is better), not 

‘enjoy and bond withthe baby. — 

mit he number of stars you cimo to 1 fight а day for frst week; U you can, have the baby 
downstairs with you during the day (avoid going up and down stairs to check on baby); in the 
ee TIT 


is sale as soon as your 


inal discharge has turned white and your 
bith, 
oam or gi to ald your comfort because your hormonal balance. 


You can start using contraception when you begin having sexual intorcourse, oral contraceptives. 
эге begun about 2-3 weoks after delivery. breastfeeding is not an effective birth control 
method 


Be suro to use protecticn because you can become pregnant even before you have your fret 
period _ 


Fatum to your physician cr nurses mide 2-8 werk ater Б, noliy your physician 
‘nurwa- mide if your temperatura is 38* C (100.4" F) ог U you notice an increase in vaginal 
‘discharge greater than pad par hour, if lochia becomas bright red, orf t ceases and returns. 

It is very important that you attend your follow-up examiriation ав scheduled; this visit wil make 
Rure that you are recovering normally and that you do not have problems: plan to return forthe 
postpartum checkup in 6 weeks. 


for postpartum home visits or hotline resources may be 
indicated. Parents need to discuss relationships, their 
return to work schedules, and their roles in transition 
to parenthood, The nurse should guide the parents in 
understanding newborn behavior and growth ond de- 
velopment patterns. Before actual discharge, the nurse 
spends time with the woman or couple to teach them 
and determine whether they have any last-minute 
questions (see Nursing Care Plan 12-1). This may be 
done by the primary nurse, case manager, or, in some 
facilities, a perinatal educator, The use of a clinical path 
for timelines and a maternal-newborn teaching check- 
list can serve as a documentation tool and ensures that 
all mothers are provided similar key information. The 


Plan to take the baby for the 6-week checkup, 
Have a list of Instructions of when to take your baby to the physician, 
Review newbom immunization 


рап. 
Have а car seat (rental or own) for your baby to ride ín a oar- 


nurse often reviews the pamphlet or hospital-prepared 
discharge literature that explains what women are en- 
couraged to do and not do for the stated period. The 
woman is informed whether videos on newborn bath- 
ing, cord and circumcision care, breast or formula feed- 
ing, and cardiopulmonary resuscitation (CPR) are 
available on loan ог for purchase in the hospital gift 
shop. She also receives information about local agen- 
cies or support groups that can help them in parenting. 
When possible, literature should be provided in the pa- 
tient’s language of preference. 

The waman should have a scheduled appointment 
for her 2- or 6-week postpartum examination and her 
newborn's first well-baby examination. Follow-up 
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telephone calls and home visits allow for clarification 
and an opportunity to answer any quistions, Many 
postpartum hospital units provide the woman with 
the telephone number, and she is encouraged to call 
if she has any questions, no matter how simple. 
The woman should be alerted to danger signs to report. 


RESUMPTION OF NORMAL ACTIVITIES 

Women often ask what they may or may not do once 
they are home. They are advised to increase their activ- 
ities gradually and avoid fatigue. They are instructed 
to avoid heavy lifting and excessive stair climbing 
for the 6-week recovery period. Most women resume 
practically all activities by 4 to 5 weeks’ postpartum. 
Current maternity leave provisions may enable the 
mother to delay returning to work outside of the home 
until after the 6-week postpartum period. When the 
woman con assume the duties of her previous position 
will vary, depending on the type af work and the 
Y partum Cultural factors. 
also influence when normal activities are resumed. 


RESUMPTION OF SEXUAL INTERCOURSE 

Sexual intercourse can safely be resumed when lochia 
has ceased, the episiotomy incision has healed, and 
the woman feels ready. The time varies from 2 fo 6 
Weeks! postpartum. If the woman had an extensive 
episiotomy or a laceration, she may want to walt for 
the perineum to heal. The first postpartum inter- 
course may be somewhat uncomfortable. This is 
partly attributable to dryness and diminished vaginal 
lubrication. Women are advised to use a water-solu- 
ble vaginal lubricant. Patience and gentleness by the 
partner are important factors for the woman and 
should be discussed with both before discharge. 
А position that puts less strain on the woman's peri- 
neum is helpful (woman on top or woman on her 
side), Couples may be frustrated if there is decreased 
libido because of hormonal changes that may persist 
for a few months. Breastfeeding mothers should be 
forewarned that during orgasm, milk may spurt from 
the nipples because of the release of oxytocin, Nurs- 
ing the newborn before lovemaking may reduce the 
chance of milk release. Other factors that may inhibit 
satisfactory sexual experience include the baby's 
crying and sleep deprivation, 

POSTPARTUM FATIGUE 


Postpartum assessment should include evaluation for 
fatigue. In today's modern lifestyle, the woman often 
works throughout her pregnancy, rooms in with the 
newborn, and returns home in 48 hours or less to take 
on full household responsibilities. There may be little 
Opportunity to rest and адар! to the postpartum phase. 

Postpartum fatigue is defined as an overwhelming, 
sustained sense of exhaustion and decreased capacity 
for physical and mental work. Most women start to 


experience fatigue during pregnancy, and it sometimes 
persists for more thana year after delivery. After delivery, 
most people inquire and comment about the baby; in the 
United States, few inquire about the mother's fatigue: 
Thestressesof labor and hormonal changes, wound heal- 
ing, and establishment of breastfeeding contribute to the 
development of fatigue in the early postpartum days. 
Continuing sleep difficulties. child care responsibilities, 
and lack of assistance contribute to longer term fatigue 
that can interfere with the return to full pre-pregnancy 
functioning. Nursing intervention is challenged by the 
short hospital stay of postpartum women. 

Some anticipatory counseling concerning preven- 
live techniques should be given to all new mothers 
before discharge. Plans to minimize fatigue could in- 
ude using the side-lying position for breastfeeding, 
avoiding telephone interruptions with use of an an: 
swering machine, and using Internet resources for 
stress management techniques, Assessment for fatigue 
should continue during all postpartum mother and 
baby clinic visits. 


FAMILY PLANNING 
Although the decision is the couples, they are 
encouraged to discuss the use of various contracep- 
tives during their hospital stay. The nurse can provide 
information about options for family planning (sec 
Chapter 19) before the woman's discharge from the 
hospital. The nurse should stress that ovulation often 
resumes before the first menses, and pregnancy can 
occur. Mothers who breastfeed exclusively may ovu- 
late and menstruate later than women who breastfeed 
less frequently, but contraception should resume by 
6 months postpartum. Oral contraceptives can be 
started 3 weeks after delivery in nonlactating women 
and as soon as lactation is well established in breast- 
feeding women. Progestin-only contraceptives have 
been used for contraception after birth amd have 
shown to enhance the quality and duration of leben 
However, progestin-only contraceptives may be con. 
traindicated in Hispanic women who have gestations 
diabetes because of the risk of developing type 2 
diabetes (Gabbe, Niebyl, & Simpson, 2007). 


POSTPARTUM EXERCISES 
Persistent maternal musculoskeletal and cardiavascu 
lar changes can present potential problems for tht 
Woman who exercises. The hormonal effects on can 
nective tissue are nut reversed until approximately 
6 weeks’ postpartum. Until that time, the risk of injury 
is still present. For the woman with an uneventiu 
birth, deep breathing, abdominal exercise for dllastasi 
recti muscles, Kegel exercises, and pelvic tilts can br 
started on the first or second postpartum day. 
Walking is an ideal exercise. The woman's return t 
more vigorous fitness activities should be monitorec 
according to individual responses and past fitnesi 
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activities. Many hospitals and other facilities sponsor 
exercise classes for the postpartum woman. 


Kegel Exercises 

Kegel (perineal tightening) exercises are advised for 
the prenatal and the postpartum period. These exer- 
cises are encouraged to strengthen and tone the mus- 
cles of the pelvic floor. It is commonly believed that 
these exercises decrease stress incontinence, speed re- 
covery, and increase sexual response. After a vaginal 
delivery, these muscles are often weaker than belore 
birth, but tone сап be regained with Kegel exercises, 
In performing these exercises, the woman contracts 
the pelvic floor muscles. The woman pulls up her en- 
tire pelvic floor, as if trying to suck up water with her 
vagina, She then bears down, as if trying to push the 
imaginary water out. In doing this, she is also using ab- 
dominal muscles. The woman should feel a tightening 
of the muscles around the anal sphincter, vagina, and 
urethra. This is done to promote healing of perineal 
tissues, increase the strength of the muscles, and 
increase urinary control, The woman is advised that 
doing perineal tightening exercises is beneficial 
throughout her life. 


Ремс Tilt. 

The pelvic tilt is helpful for good postural alignment 
апа relief of strain on the lower back. It can be done 
in a sitting or standing position. With her arms 
stretched out, the woman tightens her abdominal 
amd buttock muscles, arches her back, and then 


flattens her back against the wall (if standing) or chair 
(if sitting). This exercise strengthens back muscles and 
Jessens back discomfort (see Chapter 5). This exercise 
is helpful beyond the postpartum period. 


SPECIAL IMMUNIZATIONS: 

Most immunizations are not contraindicated during 
the postpartum phase, even if the mother is breastfeed- 
ing (Centers for Disease Control and Prevention, 2008). 


Rubella Vaccine 

Women who have а rubella titer of less than 1:10 are 
given the rubella vaccine during the postpartum pe- 
nod to protect their next fetus from fetal mallorma- 
tions. The nurse must make certain that these 
women understand the purpose of the rubella vaccine 
and that they must not get pregnant for the next 
3 months. 


Rhe(D) Immune Globulin 

Women who are Rh negative and meet specific cri- 
teria (see Chapter 13) should receive Rh,(D) immune 
globulin (RhoGAM) within 72 hours’ postpartum, 
RhoGAM prevents the development of antibodies 
that would destroy fetal RBCs in subsequent pregnan- 
cies, In 2004, Rhophylac was approved by the FDA 
and is used in many hospitals to replace RhoGAM, 
tis derived from human plasma and never contained 
thimerosal (mercury), Rhophylac can be given IM 
or IV but cannot be given at the same time as 
other vaccines. 


* The postpartum period (puerperium) is the 6-waek period 
after childbirth. During the early postpartum period, 
dramatic physiologic changes are made thal result in the 
ratum of the body systems to the pre-pregnant state, 

* Partners shouid be included in teaching newbom care 
and feeding, 

* After childbirth, the woman is at great risk for hemorrhage: 
therefore, the woman is monitored very closely during the 
first few hours, These assessments are critical; however, 
the overall observations and interventions are focused 
on wellness. 

* Uterine involution is the process by which the uterus 


frequently to determine the woman's response to 
recovery. The checks include the assessment of the level 
and firmness of the uterine fundus: the amount, color, and 


odor of tne осиш, condition of the perineum, episiotomy, 


* Lochia в the name given to vaginal Пом after childbirth, 
The flow is оса rubra (rad) tor the first 1 10 3 days, 
оспа serosa (pink to brown) during days 4 to 9, and юса 
аба [yellow to white) unti approximately 6 weeks’ 
postpartum. 

* A hypercongulable state exists during the puerperium, 
increasing the risk of venous thromboembolism. 

* Postpartum blues ls a common occurrence during the first 
10 days after delivery. Nurses can offer supportive care 
and management strategies. 

+ Various comfort measures are used to alleviate pain from 
issue trauma that occurs during birth, episiotomy, 
afterpains, and breast tenderness. Nursing interventions 
Include ice packs and administration of analgesics as 
necessary 
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* Ways to prevent infection during the postpartum period 
Include adequate perineal care: cleansing the perineum 
after each voiding and defecation and always wiping from 
tront to back (urinary meatus toward anus). 

* Counsoling and guidance that help new mothers and their 
families make adjustments to the newborn, deal with 
sibling responses, and react positively with grandparents. 
are important nursing interventions. 

* Self-care teaching is an Integral part of postpartum 
nursing. With the brief hospital stay, follow-up by 
telephone and home visits are a welcome trend. All women 
зге advised to return for their 2- or 6-week visit to be sure 
thelr recovery is uneventful. 

* Discharge planning includes the assessment of the 
Woman's knowledge of self-care and newborn care. 

n addition, she is taught to report excessive vaginal 
bleeding, lochia with a foul odor, or increase in discharge: 
"pain in the calf of the leg, which may be accompanied by 
redness, swelling. or warmth: pain, redness, or warmth of 
‘breasts in breastfeeding mothers; fever; pain, burning, or 
difficully in urination; and abdominal or pelvic tenderness. 
Resumption of sexual intercourse and family planning are 
discussed with the couple, 

+ Anticipatory counseling to minimize postpartum fatigue 
‘should be offered to all new mothers. 

* Information concerning support groups and telephone 
lines for questions or concems should be given before 
discharge. 


Addition 
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Questions for the NCLEX 


Examination 


1. The correct order for the phases of lochia during the 
postpartum period is: 
1, Lochia rubra, lochia alba, lochia serosa 
2. Lochia serosa, lochia rubra, lochia alba. 
3. Lochia rubra, lochia serosa, och alba 
4. Lochia alba, lochia rubra, lochia serosa 


2 Which changes are expected to occur during the initial 
postpartum period? (Select all that apply.) 
1. Rise in the hematocrit 
2. Decrease in daily urinary output 
3. Increase in white blood cell count to 15,000/mm* 
4, Increased fibrinogen levels 


3. The nurse ls caring for a postpartum patient 24 hours 
following delivery, Which assessment made by the nurse 
requires immediate attention? 

1. Heart rale of 50 beats/minute 

2. Profuse dlaphoresis. 

3. Sluggish bowel sounds 

4. Decrease in blood pressure to 80/56 


4, According to Rubin (1984), the taking hold phase is ne. 
second materna! phase und is characterized by: 
1. The woman's readiness to assert independence 
2. Passive, dependent behavior. 
3. The woman focusing on her own needs. 
4. The woman's concern about the overall health 
‘of the newborn 


5. When assessing the amount of lochía present on the 
perineal pad of a postpartum woman, after It has been 
applied for 1 hour, tne nurse notes а fl en stain. 
Documentation should indicate quantity as a: 

1. Scant amount 
2. Light amount 
3. Moderate amount 
4. Large amount 


6. Postpartum blues occur in approximately 70% of women 
during the first tew days after birth and generally lasts up to 
10 days. This state is characterized by which alf 
(Select ай that apply.) 


7. Put the stages of maternal role attainment in the correct. 
order from first to last. 
1. Personal stage. 
2. Anticipatory stage. 
3. Formal stage 
4. Informal stage 


Sha asks ho rure other she сап wat unti her mensiu- 
ation returns before starting | 


1. Assess her vital signs. 
2 Where would you expect to find the fundus now? 


+ эма. E in tha takin, argo or ling o hase 
Postpartum? Why do you think 


We es sts tte 
discharge? 
%. How can you faciitate attachment to the newborn? 


%. What advice will you give her concerning when her 
‘menstruation will return and when she can start 


init VII Cı 


mplications of Childbearing 


Objectives = 
4. Define key terms listed. 
2. Discuss three causes of spontaneous abortion. 
з. Describe actople pregnancy. 
“4, Describe placenta previa, and state the characteristic 
Symptom, 
Б, Explain fve nursing measures for the care of а woman 
ho is hemorrhaging. 
8. Compare two types of abruptio placentae, 
7, Roview the cause of coagulation defects in pregnancy, 
18. List ve causas of high-risk pregnancies and threo loading 
causes of maternal death. 
û. Recognize tour factors that increase the risk for gestational 
hypertension. 
340. Discuss three signs that a prognant hypertensive woman 
shuld report immediately to her physician. 
1. identity the antihypertensiva drug most commonly given lo 
women with gestational hypertension and its antidote, 
32. Compare the effects of the physiologic changes in 
pregnancy related to thromboerboic disease. 
13. Discuss heart disease in pregnancy. 


Key Terms 

abortion (&-BOR-shün, p. 250) 

abruptio placentae (8 b-FÜP-snà-5 pi -SÉN-I&, p. 256) 

cervical cerclage (sbr-KLAZH, p. 252) 

disseminated intravascular coagulation (DIC) (d-SEM- 
NÀT-63 тй S.. r kt g-D-LA-shûn, p. 257) 

‘eclampsia (é-KLÀMP-sP-f. p. 259) 

ectopic pregnancy (6k-TÓ P-Ik, o. 263) 

gestational diabetes mellitus (СОМ) (4s-TA-shûn-A 107-4 
SE e MEL+-t0s, p. 271) 

gestational hypertension (GH) ip. 259) 

gestational trophoblastic disease e-... fa p. 254) 

HELLP syndrome (p. 269) 


14. Бурап nyporemesis gravidarum. 

15. Explain three ways diabetas melitus affects pregnancy 

16. Review four aspects of self-care tor the diabetic woman. 

17. Describe rubella and its consequences in pregnancy. 

18. Identity the changes that occur in pregnancy that 
predispose the woman to urinary tract Infections. 

19. Discuss tho cause and prevention of toxoplasmosia. 

20. Describe three self-coro measures for а pregnant woman 
with a urinary tract infection. 

21. Doscribo how tne use ot ricotine, alcohol, and recreational 
drugs can affect the fetus, 

22. Discuss the effects of substance abuse on woran 
төз 

23. Relate the impact of pregnancy on the woman's response 
to bioterrorist agent exposure ard treatment protocols 

24. Recognize the eects of drugs used lo troat bioterrorat 
infections on the developing fotus. 

26, Identity signs of fetal domise, 

26. Recognize stages of grieving and nursing interventions that 
can assint parents in dosing with fetal loss. 


Iwdatidiform mole (ni-àà -TID-1&rm mei, p, 254) 

hyperemesis gravidarum 9 por am. S. aa уй v DAR um, 
р. 268) 

incompetent cervix. fn. C0 et SER-Wiks, p. 262) 

isoimmunization (p. 258) 

macrosomia (mà f. c. S0. e.. p. 269) 

placenta previa (pla -SÉN-tà PRÊ:vê-, p. 264) 

preeclampala (prà-à-KLAMP-s&-à, p. 250) 

pregestational diabetic (pré-jés-TÁ-shün-à | са -ВЁТ. 
р. 269) 

'RhoGAM (o, 258) 

TORCH infections (p. 272) 


Health problems during pregnancy can significantly 
affect pregnancy outcome. Some of these conditions 
develop as a result of the pregnancy state, whereas 
others are health problems that were present before 
Pregnancy. This chapter discusses a wide variety of 
disorders, all of which have at least one thing in 
common: their occurrence during pregnancy puts the 


‘woman and her fetus at risk. For women whose preg- 
nancies are at risk, focused prenatal care provides nec- 
essary health teaching for the promotion of health and 
prevention of illness. Prompt identification, assess- 
ment, and management of the problems are essential 
to the successful outcome of the pregnancy and the 
well-being of the newborn, The leading disorders of 
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pregnancy that result in maternal death are hyperten- 
sion, embolism, hemorrhage, and infection. 


EFFECTS OF A HIGH-RISK PREGNANCY 
ОМ THE FAMILY 


Normal pregnancy can be a crisis because it is a time of 
significant change and growth. The woman with a 
complicated pregnancy has stressors beyond those of. 
the normal pregnancy. Her family is also affected by 
the pregnancy and impending birth. Many new nonin- 
vasive technologies are on the horizon to detect prob- 
lem pregnancies and enable early diagnosis and 
treatment, which may help prevent perinatal loss, 
"The woman should be instructed to return to the health 
pure praviden И ahe noe any of he anger signe 
listed in Box 13-1. 


DISRUPTION OF USUAL ROLES 
‘The woman who has a difficult pregnancy often must 
remain on bed rest at home or in the hospital, some- 
times for several weeks. Others must assure her usual 
roles in the family, in addition to fulfilling their own 
obligations. Finding caregivers for young children in 
the family may be difficult if extended family lives 
far away. Placing the children in day care may not 
be an option if financial problems exist. Nurses can 
help families adjust to these disruptions by identifying 
sources of support to help maintain reasonably normal 
sehold functions, 


FINANCIAL DIFFICULTIES 

Many women work outside of the home, and their 
salary may stop if they cannot work for an extended 
period. At the same time, thelr medical costs are rising. 
Social service referrals may help the family cope with 
thelr expenses. 

DELAYED ATTACHMENT TO THE INFANT 
Pregnancy normally involves gradual acceptance of 
and emotional attachment to the fetus, especially after 
the woman feels fetal movement, Fathers feel a similar 
attachment, although at a slower pace. The woman 
who has a high-risk pregnancy often halts planning 


* Сёз with fever over 38° C (100,47 F) 
* Рат urination or reduced urinary ovtout 


for the child and may withdraw emotionally to protect 
herself from pain and loss if the outcome is poor. 


Bleeding during pregnancy is abnormal, and its cause 


should be investigated. Maternal blood loss decrea- 
ses oxygen-carrying capacity, which predisposes the 
woman and fetus to risks. Approximately 15% of the 
maternal cardiac output (1 L/min) flows through 
the placental bed at term; unchecked bleeding can 
therefore be fatal. 

Bleeding occurs in about 25% of fist-trimester preg- 
nancies, and the woman is at increased risk of preterm 
labor or abruption (Lykke, Dideriksen, Lidegaard, & 
Langhofi-Roos, 2010). Nosebleeds during pregnancy 
can be a predictor of postpartum hemorrhage and 
should be reported (Dugan-Kim, Connell, Sitka, Wong, 
& Gossett, 2009). Early in pregnancy, the most com- 
mon causes of bleeding are spontaneous abortion, cer- 
vical polyps, uterine fibroids, ectopic pregnancy, and 
hydalidiform mole, Frequent causes of bleeding late 
in pregnancy include placenta previa and abruptio pla- 
centae. Disseminated intravascular coagulation (DIC) 
сап occur as the result of a coagulation defect. Postpar- 
tum hemorrhage is discussed in Chapter 17, 


BLEEDING IN EARLY PREGNANCY 
ABORTION 


Abortion is the intentional or unintentional ending of a 
pregnancy before 20 weeks’ gestation, the point of vi- 
ability. Miscarriage is a lay term applied to a spontano- 
ous abortion. Abortion can be induced as a result of 
artíficial or mechanical means for therapeutic or elec- 
tive reasons. 


Classification and Management of Abortions 
Spontaneous abortions typically occur because of some 
maternal illness or genetic defect that has occurred in 
the fetus. Approximately 15% of all pregnancies termi- 
nate in spontaneous abortions, The majority of these 
abortions occur before the twelfth week of gestation, 
Specific causes may include: 

* Genetic defects 

* Defective ovum or sperm 

* Defective implantation 

* Uterine fibroids (benign uterine tumors; see 
Chapter 20) 

* Maternal factors, including chronic conditions, 
acute infections, nutritional deficiencies, abnor- 
malities of maternal reproductive organs, and 
endocrine deficiencies 

Blood group dyscrasias (ABO and Rh) can also 

cause an abortion. Psychological and physical trauma 
has also been implicated as a cause. The use of an 
abdominal seat belt without a shoulder restraint in 
an automobile can cause placental separation and 
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abortion because of the flexion of the body and dis- 
placement of the uterus їп a car accident. Proper re- 
straint of the upper and lower body in a moving 
automobile is very important (see Figure 5-9). 

An induced abortion may be performed for dhe the 
selective termination of a multifetal pregnancy. Often 
artificial reproductive technology (ART) or “fertility 
pills” result in multifetal pregnancies that, without 
intervention, can end in premature delivery and neo- 
natal damage or loss. 

Counseling the woman and family after an abortion 
is very important, Once the woman has had a sponta- 
neous abortion, she often asks, “What are my chances 
of carrying another baby to term?” For the woman and 
her family, regardless of whether the pregnancy was 
planned, the loss is often accompanied by а certain de- 
gree of guilt. Many women go through the same griev- 

as that caused by other types of personal 
logs. [n some women, the grief response may be inten- 
sified if the abortion follows infertility treatments. 

When symptoms of abortion such as bleeding and 
cramping occur, ultrasound scanning may be used to 
detect the presence of a gestational sac and assess if 
there is a developing embryo or live fetus. The woman 
is usually asked to abstain from sexual intercourse and 
placed on bed rest: f the abortion (loss of the products 
‘of conception) appears to be imminent, the woman is 
hospitalized, Intravenous therapy is started to replace 


the fluid loss. Blood transfusions usually are not neces- 
sary, but surgical intervention such as dilation and 
evacuation (D&E), formerly called dilation and curet- 
tage (D&C), may be necessary to remove the remainder 
of the products of conception to stop the bleeding. 
If the pregnancy is beyond 12 weeks’ gestation, an 
induction of labor may be done to expel a dead fetus. 

After an abortion, the Rh-negative woman should 
receive Rh,(D) immune globulin (RhoGAM) to protect 
her from isoimmunization. If the abortion is not after 
12 weeks’ gestation, MICRhoGAM is used. 

Abortions are clinically classified according to the 
symptoms and whether the products of conception 
are partially or completely retained or expelled 
(Figure 13-1, Table 12-1). 


Nursing Interventions 
“Spotting” is common during pregnancy, especially 
after intercourse or exercise, because the highly vascular 
cervix is easily traumatized. However, occasional spot- 
ting does not necessarily indícale a pathologic problem. 
When a woman is admitted to the hospital for bleeding 
during pregnancy, nursing responsibilities include: 
* Monitoring vital signs 
* Observing for signs of shock, pallor, cold clammy 
skin, restlessness, and perspiration 
* Weighing perineal pads to accurately determine 
the amount of bleeding, 


Incomplete abortion 


FIGURE 13-1 Туве trees of soontanacus abortion 


[^ ] UNIT VII. Complications of CD 


* Preparing for intravenous therapy 

* Assessing fetal heart rate 

* Having oxygen equipment available 

* Obtaining a history and laboratory reports 

* Providing emotional support to the woman and 
family 


INCOMPETENT CERVIX 

А woman is said to have an incompetent cervix when 
the cervix dilates without perceivable contractions, 
resulting in the products of conception being expelled 


early in pregnancy. In other words, the internal os of 
the cervix dilates because it is incapable of supporting. 
the increasing weight and pressure of the growing 
fetus. For a fetus to be carried to term, the woman's 
cervix may need to be reinforced surgically with a 
heavy ligature placed submucosally around the cervix. 
This technique is called the Shirodkar procedure. If 
a heavy silk purse-string suture is used, the technique 
is called a McDonald's procedure. These procedures 
are known as cervical cerclage. When the pregnancy 
reaches term or labor begins, the suture is cut and labor 
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Js allowed to progress or a cesarean birth is accom- 
‘plished. If the woman has a history of repeated late 
Abortion in the second trimester, the cervix is dilated 
3 to 4 cm, and the membranes are intact, she may be 
= candidate for a cerclage to help the pregnancy reach 
‘erm. When cerclage is in place, the mother must be 
taught the importance of notifying the health care pro- 
‘vider at the first sign of labor, such as ruptured mem- 
branes or labor pains, to avoid complications such as a 
ruptured uterus. 

В ECTOPIC PREGNANCY 

Ectopic pregnancy refers to an abnormal implantation 

‘of the fertilized ovum outside of the uterine cavity 

(Figure 13-2). Implantation occurs most commonly in 

xome portion of the fallopian tube. Other sites, al- 

| though rare, include the ovary, the abdominal cavity, 

| and the cervix. Because the fallopian tube is not ana- 
tomically suited for implantation, the trophoblast cells 
erode the blood vessels and weaken the tissue, result- 
ing in tube rupture. The tubal rupture can cause a fatal 
hemorrhage. Predisposing conditions include any fac- 
tor that affects tubal patency, ciliary action, and con- 
tractility. Two prominent causes are partial tubal 
occlusion from pelvic inflammatory disease (PID) 
and the use of а contraceptive intrauterine device 
(IUD). The incidence of ectopic pregnancy is increasing 
but mortality is decreasing due to better diagnostic 
methods and technology. The nurse must be alert to 
symptoms of hemorrhage and shock and be prepared 
lo act quickly to minimize blood loss and hasten mater- 
nal stabilization, 


Assessment and Management 

А combined use of transvaginal ultrasound examina- 
tion and assessment of the hormonal levels of pro- 
gesterone and beta human chorionic gonadotropin 
(G-hCG) is used in the early detection of an ectopic 
pregnancy. The vaginal probe ultrasound will show 
an empty uterus and may show the site of an ectopic 
pregnancy. Characteristically, the woman misses one 
ог two menstrual periods and then may have stabbing 
pain in either lower abdominal quadrant. These signs 
may or may not be followed by dark red or brown vag- 
inal spotting. Shoulder pain caused by blood irritating, 
the diaphragm or phrenic nerve is а common symp- 
tom. The signs of shock that develop are out of propor- 
tion to the clinical blood loss because most of the blood 
lost is hidden within the abdominal cavity. This is one 
obstetric complication in which rapid surgical treat- 
ment can save the woman's life. 

Managementof tubal pregnancy depends on whether 
the tube is intact or ruptured, Ш the tube is intact and 
hCG levels are declining, it indicates spontaneous re- 
‘gression of the tubal pregnancy, Methotrexate, a chemo- 
therapeutic agent that interferes with cell reproduction, 
may be used to inhibit cell division in the developing 
embryo. The primary reason for medical management 
is preserving the fallopian tube to increase the chance 
ofa future pregnancy, A woman who is receiving meth- 
otrexate therapy must avoid alcohol consumption and 
vitamins containing folic acid to preventa toxic response 
to the drug. Photosensitivity is common with metho- 
trexate therapy, so the woman should be counseled to 
protect herself from sun exposure, 


FIGURE 13-2 Various Implantation sites in ectopic pregnancy. A ou! F ine luos! pregnancies thal ae most common. G is an cee 
pregnancy, Н is the ovary whero Ovation occurs. X indicates the wal ofthe ulerus where norme molantation should occur 
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Surgical management of an unruptured tubal preg- 
nancy may involve a linear salpingostomy, which is 
done to salvage the tube. A laparoscopic salpingec- 
tomy (removal of the tube) is performed when the tube. 
is ruptured to control bleeding and prevent hypovole- 
mic shock. Future pregnancy can occur with one tube 
remaining. Replacement of fuld loss and maintenance 
of electrolytes are essential aspects of treatment, Psy- 
chological support to help the woman and family deal 
with emotions and to answer questions about future 
pregnancies should be part of the nursing care plan. 


GESTATIONAL TROPHOBLASTIC DISEASE 
Gontational trophoblastic disease includes hydati- 
diform mole, invasive mole, and choclocarcinoma. 
‘Hydatidiform mole (molar pregnancy) is a condition 
in which the trophoblastic tissue proliferates and the 
chorionic villi of the placenta become swollen and fluid 
filled, taking on the appearance of grapelike clusters 
(Figure 13-3), Molar pregnancies are classified into 
two types: complete and partial. Chromosome band- 
ing and enzyme analysis have demonstrated that, in 
the complete mole, all genetic material is paternally 
derived. The mechanism of the loss of the genetic 
material from the ovum is unknown. No inner cell 
mass develops embryonically, and there is no fetal 
vascularization, which explains the avascular villi 
(vesicles). With partial mole, genetic material is main- 
tained but the fetus is abnormal and usually aborts. 
The mole is distinguished from an abortion in that 
the mole shows trophoblastic proliferation. Some 
moles may develop into choriocarcinoma. 

The cause is unknown, but the incidence increases 
with maternal age and parity. In the United States, this. 
condition is fairly rare, occurring in approximately 1 in 
every 1000 pregnancies. 


Assessment and Management 
Early pregnancy appears normal, Then as gestation 
progresses, the uterus begins to grow rapidly because 
of the rapid proliferation of the trophoblastic cells. 


FIGURE 12-2 Gestational trophoblastic disease, Note ns gree 
(He masses wi) the uns containing а ratio” moia, 


However, in 20% of the moles the uterus is found to 
be smaller than expected, Vaginal bleeding occurs in 
84% of cases, which often is brownish (like prune 
juice), as well as excessive vomiting (hyperemesis 
gravidarum), most likely because the serum hCG 
levels are higher than in normal pregnancy. Symptoms 
‘of gestational hypertension (GH) occur before 
24 weeks, which strongly suggests a molar pregnancy. 
Serial B-hCG levels and ultrasound are the primary 
diagnostic tools and can reveal the characteristic 
pattem of vesicles by the twelfth week of gestation 
(Goldstein, Baron, & Berkowitz, 2010). 

Treatment begins with the evacuation of the mole by 
suction aspiration. Follow-up care is extremely critical 
for these women because of the great risk of choriocar- 
cinoma (cancerous growth), Continued assessment 
includes hCG levels and ultrasound scans of the 
abdomen. Continued rising hCG levels are abnormal, 
TÉ malignant cells are found, chemotherapy for chorio- 
carcinoma may be started, If therapy is ineffective, 
metastasis is often rapid. Administration of RhoGAM 
to women who are Rh negative is necessary to prevent 
iscimmunization (see p. 258). 

The woman is monitored for а year; if the hCG 
serum titers are within normal limits, the woman 
may be assured that she іх healthy. The woman often 
takes oral contraceptives to prevent another pregnancy 
and to allow the hCG levels to return to normal, Ifthe 
woman becomes pregnant immediately, it would make 
it impossible to monitor the decline in hCG, which is 
the significant part of follow-up care. Psychological 
support should be provided in relation to the preg- 
nancy loss, and another pregnancy should be delayed 
for at least 1 year. Subsequent pregnancies should be 
normal because there is а low risk of recurrence. 


BLEEDING IN LATE PREGNANCY 

Vaginal bleeding, if slight, may be caused by the in- 
creased vascularization of the cervix, cervical polyps, 
or cervicitis. However, the major causes of bleeding 
in the second and third trimesters are placenta previa, 
abruptio placentae, and DIC 


PLACENTA PREVIA 

Placenta previa occurs when the placenta abnormally 
implants near or over the cervical os instead of in the 
fundus of the uterus. The degree to which the internal 
cervical ов is covered by the placenta determines how 
the placenta previa is classified (Figure 13-4). Two 
main dangers are hemorrhage for the mother and 
premature delivery or fetal demise, 

Placenta previa occurs in approximately 1 in 200 live. 
births (Gabbe, Niebyl, & Simpson, 2007), Defective 
vascularity of the decidua or previous infection in 
the upper uterine segment increases the risk of 
placenta previa. Uterine scarring from previous cesar- 
ean births, previous placenta previa, endometritis, 
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FIGURE 13-4 Three classifications of placenta previa. A, Low, placenta barely ande to cervical cs, B, Partial: placenta partial covers Cervical 


он C, Complete; placenta completely covers cervical o. 


multifetal gestation, or multiple births increase the 
risk. Because the lower uterine segment is not as well 
vascularized as the upper segment, the placenta must 
cover a larger area for adequate function. 


Assessment and Management 

Placenta previa can be diagnosed before bleeding 
‘occurs in the third trimester because of the current 
routine practice of performing second-trimester ultra- 
sound for detection of fetal anomalies, Women shown 
to be at risk for placenta previa at this time can have a 
repeat ultrasound performed at 28 and 35 weeks" ges- 
tation, Placenta previa should be suspected with the 
onset of painless bleeding occurring after 24 weeks’ 
gestation. Painless bleeding results from the separation 
ofthe placenta from the uterus (that part of the placenta 
thatis near, or covering, the internal cervical os), It most 
‘often occurs in the third trimester as the cervix begins to 
‘open in preparation for childbirth. Bleeding may be in- 
termittent or in gushes. The bleeding can be extensive 
and can prove to be fatal. An abnormal fetal presenta- 
tion may coexist in 15% to 20% of cases; therefore, 
а breech or transverse presentation should suggest 
the possibility of placenta previa. 

The woman diagnosed with placenta previa must be 
closely monitored for the amount and character of 
blood loss. Vital signs, fetal heart rate, and activity 
are documented. Dia is confirmed by ultra- 
sound. Digital examinations (vaginal examinations) 
are strictly prohibited when a pregnant woman is 
bleeding because severe hemorrhage may result from 
the examination. А “double setup" vaginal examina- 
tion may be performed by taking the woman to the op- 
erating room prepared for an immediate cesarean 
birth. However, this is required less often because of 
accurate ultrasound techniques available. 


Management depends on the classification of previa 
and gestational age of the fetus. If the gestational age is 
less than 36 weeks and bleeding is slight, the woman 4s 
hospitalized for observation, placed on bed rest, and 
closely monitored. Blood count, type, and cross-match 
for blood and Rh factor are performed. Magnesium 
sulfate or other tocolytic drugs may be administered 
to prolong pregnancy if bleeding is not active (a toco- 
lytic drug is a drug that stops labor contractions), 
The woman is told to notify the nurse immediately if 
she feels fluid escaping from the vagina. Vital signs 
аге taken frequently, and external fetal monitoring is 
performed, Intravenous fluids may be given, Once 
the bleeding has subsided, the woman may be man- 

aged at home provided the following criteria are met: 
* Woman understands her condition and that she 
must remain on bed rest and avoid coitus. 
Woman has around-the-clock transportation and 
communication available, 
Woman is compliant with oral tocolytic therapy. 
Woman has a hematocrit level above 30% to have 
some reserve in case of significant bleeding, 

* Woman is able to be followed closely (e.g ultra- 

sound, nonstress test, and biophysical profiles), 

Tf bleeding is heavy, an immediate cesarean birth is 
performed. The woman and family are kept informed 
during the monitoring or preparation for surgery. 


Potential Complications 

The main complications are hemorrhage for the 
woman and prematurity hypoxia or death for the fetus. 
Immediate postpartum hemorrhage often accom- 
panies this condition because the surface area of at- 
tachment is greater than usual and the site of 
placental implantation in the lower uterine segment 
does not contract well after the placenta is expelled 
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Hemorrhage can cause hypovolemic shock and death. 
Postpartum infection may also occur because of the 
closeness of the placental site to the cervix and vagina. 
‘Therefore, the woman is closely monitored postnatally 
for bleeding and infection, 


ABRUPTIO PLACENTAE 

 Abruptio placentae is the premature separation of the 
placenta. Separation can be partial or total detachment 
of a normally implanted placenta and occurs after the 
twentieth week of , usually during the third 
trimester (Table 13-2), The bleeding is accompanied 
by pain. 

Risk factors for abruptio placentae include maternal 
hypertension, prior abruption, high parity, blunt 
abdominal trauma, multifetal gestation, social drug, 
use that causes vasoconstriction (particularly cocaine), 
cigarette smoking, hydramnios, and infection of the 
chorion. Researchers have suggested that placental 
abruption can result from degenerative changes in 
the small arteries that supply the intervillous space, 
resulting in thrombosis, decidual degeneration (caus- 
ing  retroplacental hematoma), and separation of 
the placenta. Some placental separations are mild 
and produce few symptoms. In other instances, the 
bleeding is severe, and both fetal and maternal com- 
promise may occur. The degree of compromise 
depends on the extent of the separation and the 
amount of blood loss, 


Abruptio placentae are subdivided into the follow- 
ing two types (Figure 13-5): 

1. Marginal or partial separation of the placenta: 
This type usually has external drainage of blood 
through the cervix. 

2. Complete separation of the placenta: This type 
allows blood to be trapped behind the placenta, 
and bleeding may or may not be evident. How- 
ever, the woman will be in severe pain and the 
uterus will feel rigid and tender. 


‘Complications 

1f the blood gets into the muscles of the uterus, it may 
be difficult for the uterus to contract after the delivery 
of the newborn and placenta. Also, trapping of the 
blood may release thromboplastin into the maternal 
circulation. Thromboplastin release can result in DIC. 
which can be life threatening to the woman, 


Assessment and Management 

Classic symptoms of abruptio placentae are dark red 
Vaginal bleeding, uterine rigidity, severe abdominal 
pain, maternal hypovolemia, and signs of fetal distress. 
Management includes assessment for excessive bleed- 
ing; continuous fetal monitoring; a coagulation profile; 
and laboratory workup, including blood type and 
cross-match, Blood for transfusion is made available, 
The woman is prepared for a cesarean birth or an im- 
mediate vaginal delivery (whichever is quicker) if the 
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Complete abruption 
with concealed bleeding 
FIGURE 13-5 Types of abruptio placentae. 


hemorrhage is severe or if fetal distress is evident, In 
Rh-negative women who have either placenta previa 
ог abruptio placentae, the administration of RhoGAM 
is indicated (Box 13-2). Continuous monitoring for DIC 
is part of the care plan. А hysterectomy may be re- 
quired in some cases. Surgery is contraindicated when 
uncontrollable bleeding and abnormal coagulation are 
present. 

DISSEMINATED INTRAVASCULAR COAGULATION 
Disseminated intravascular coagulation (DIC) is a condi- 
tion in which a coagulation defect prevents blood from 
clotting. This results from overstimulation of the nor- 
‘mal coagulation process, Massive, rapid fibrin forma- 
tion results, This condition causes the widespread 
appearance of small thrombi in the small blood vessels. 
Factors that prevent coagulation and factors that stim- 
ulate coagulation are activated at the same time. DIC is 
а life-threatening condition that occurs with some 
complications of pregnancy such as abruptio placenta, 
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fetal death, amniotic fluid embolism, HELLP syn- 
drome, and sepsis. 


Assessment and Management 
Because of the amount of intravascular clotting, the 
blood platelets and clotting factors are depleted, The 
process of clot lysis can have an anticoagulant effect. 
‘The following clinical problems may occur: 

* Tendency toward generalized bleeding (because 

the clotting factors are depleted) 
* Ischemia of the vital organs (caused by thrombi 
obstruction in the blood vessels) 

* Severe anemia (resulting from excessive bleeding) 

DIC does not occur as the primary disorder but 
rather occurs secondary to another complication. It 
should be suspected in women with abruptio placen- 
tae, GH, retained dead fetus, hydatidiform mole, hem- 
orthagic shock, and septic abortion, In addition, 
infection can activate the coagulation pathway. This 
disorder can often be resolved by correcting the under- 
lying cause, which may require terminating the preg- 
nancy to stop the production of thromboplastin; 
administering blood replacement products to maintain 
circulatory volume; and providing intensive support- 
ive care, including monitoring vital signs, monitoring 
intake and output, and administering oxygen. The 
platelet count and fibrinogen level are monitored 
closely, Replacing depleted clotting factors, including 
platelets, fibrinogen, and coagulation factors, by frozen 
plasma or cryoprecipitate may be required. Heparin 
is contraindicated in DIC because it will increase 
bleeding. 

‘The nurse can help in the early diagnosis of DIC by 
being alert to signs of bleeding and vascular occlusion, 
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Bleeding from the gums or injection sites, epistaxis, 
and petechiae on the skin are signs that DIC may bê de 
veloping. Providing emotional support for the woman 
and her family is an important part of nursing care. 


BLOOD INCOMPATIBILITY (ISOIMMUNIZATION) 
The placenta, an organ that develops during preg- 
nancy, allows maternal and fetal blood to exchange 
‘oxygen and waste products without actually mixing 
r. However, small leaks may occur and allow 
e blood to enter the mother's circulation during 
. Fetal blood can also enter the mother's 
blood circulation when the placenta detaches at birth. 
If fetal and maternal blood types are compatible, 
no problem occurs, However, if the fetal and mater- 
nal blood types differ, the mother's body produces 
antibodies to destroy foreign fetal red blood cells 
(RBCs), Rh or ABO incompatibility can occur. The 
phenomenon in which the Rh-negative mother de- 
velops antibodies against the Rh-positive fetus is called 

dsoimmunization. 


Rh Incompatibility 

Individuals may or may not have the Rh blood factor 
‘on their erythrocytes. If they have the factor, they are 
Rh positive; if not, they are Rh negative. Ап Rh- 
positive person can receive Rh-negative blood if all 
other factors are compatible because, in Rh-negative 
blood, the Rh factor is absent. However, if the woman 
is Rh negative and the fetus is Rh positive, Rh incom- 
patibility exists. The Rh-positive blood type is a dom- 
inant trait. This means that if the father of a fetus is Rh 
positive and the mother is Rh negative, there is a good 
chance that the newborn will be Rh positive. If fetal 
Rh-positive blood leaks into the mother's circulation, 
her body may respond by making antibodies to 
destroy the Rh-positive erythrocytes, and the anti- 
bodies will be returned to fetal circulation and destroy 
fetal RBCs. The first Rh-positive newborn is rarely 
affected seriously, However, each time the woman is 
exposed to Rh-positive blood, such as during childbirth, 


amniocentesis, or abortion, her body will produce more 
antibodies. In future pregnancies, these antibodies in 
the maternal circulation will cross the ta and 
cause hemolysis of the Rh-positive blood cells of the 
fetus. This is called erythroblastosis jetalie (Figure 12-6] 
(sce Chapter 16). 

The formation of anti-Rh antibodies can be pre- 
vented by giving Rh,(D) immune globulin (RhoGAM) 
to the Rh-negative woman at 28 weeks’ gestation and 
within 72 hours after birth of an Rh-positive newborn, 
RhoGAM can be given to the Rh-negative woman as 
late as 14 to 28 days’ postpartum if not administered 
earlier, but to be effective it must be given before 
immune antibodies are developed (Gabbe, Niebyl, & 
Simpson, 2007), If the woman becomes sensitized (or 
develops antibodies) to destroy Rh-positive blood cells, 
the fetus can become anemic, develop heart failure, and 
die in utero. Several tests can be performed to deter- 
mine whether too many fetal erythrocytes are being 
destroyed and to assess the status of the fetus. The tests 
include the Coombs’ test, which determines whether 
the woman is sensitized and has antibody formation. 

At the first prenatal visit, the Rh-negative blood 
type of a pregnant woman is identified, and antibody 
liters are monitored throug ney. Amnio- 
centesis can determine whether fetal hemolysis is pre- 
sent. Intrauterine blood transfusions can be performed 
to prevent fetal death and prolong the pregnancy until 
the fetus is more mature. A Doppler ultrasound fo- 
cused on the middie cerebral artery of the fetus may 
predict fetal anemia as well as or better than an amnio- 
contesis (Oepkes, Seaward, & Vandenbussche, 2006) 
(see Chapter 5) 


АВО Incompatibility 

ABO incompatibility can occur if the woman has group O 
blood and the fetus has group A, group B, or group 
AB blood. Anti-A and anti-B antibodies are usually 
already present in the woman's body. However, 
fewer of these antibodies cross the placenta than 
those associated with Rh problems, so treatment 
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during pregnancy is not required. However, unlike 
the Rh problem, ihe newborn is often affected during 
the first pregnancy. The newborn may develop jaun- 
dice within the first 24 hours. Phototherapy is usu- 
ally sufficient to reduce the bilirubin level in ABO 
incompatibility (see Chapter 16). 


Hypertensive disease in pregnancy complicates 12% to 
20% of pregnancies (American College of Obstetricians 
and Gynecologists [ACOG], 2001). {tis directly respon- 
sible for а significant number of maternal deaths. 
Maternal hypertension also is a significant cause of 
perinatal death. With preexisting hypertension during 
pregnancy, treatment is aimed at controlling hyperten- 
sion; in gestational (GH), the disease pro- 
cess is closely monitored to prevent complications to 
the mother and fetus. 


Classification and Risk Factors. 
In GH (formerly known as pregnancy-induced hyper- 
tension [PIH]), clinical subsets of the disease are 
recognized and traditionally have been given distinct 
labels related to the end-organ effects. Traditional 
labels include preeclampsia, when renal involvement 
leads to proteinuria; eclampsia, when central nervous 


‘syndrome, when the disease is domi- 
nated by hematologic and hepatic clinical manifesta- 
tions, The ACOG has suggested that such terminology 
not be used to define separate disease entities but 
rather manifestations of the same disorder (Perry, & 
Hockenberry, 2009). 


of Preeclampsia 
The pathology of GH is thought to start with placental 
implantation, although major signs may not be evi- 
dent until 20 weeks’ gestation, There is gradual loss 


of resistance to angiotensin Ш (the resistance nor- 
mally exists during pregnancy and is the reason 
that normal pregnancies do not cause an increase in 
blood pressure), The loss of resistance to angioten- 
sin П results in changes in the ratio of the prostaglan- 
dins prostacyclin and thromboxane. Prostacyclin is a 
vasodilator, and thromboxane is a vasoconstrictor 
with platelet aggregating effects. When resistance to 
angiotensin II is decreased, thromboxane becomes 
dominant and the resulting vasospasms are the cause 
of the pathologic condition and symptoms seen in 
СН. Because the prostaglandin hormones are pro- 
duced by the placenta, the condition reverses 
when the placenta is removed (or the pregnancy is 
terminated), 

Vasospasm is а well-established component of 
preeclampsia and is likely а major cause of most of 
the serious end-organ effects or alterations in function. 
Vasospasm in the arterioles (blood vessels) leads to an 
increase in blood pressure and, ultimately, a decrease 
in blood flow to the uterus and placenta. Renal vascu» 
lar changes result in the lowering of the renal blood 
flow, lowering of the renal glomerular filtration rate; 
and, ultimately, proteinuria and oliguria. Sodium is 
retained, resulting in edema. Edema causes a decrease 
in intravascular volume that results in thicker blood 
and a rise in hematocrit levels, Central nervous system 
changes may include cell damage related to vasospasms 
and cerebral edema, resulting in headaches and visual 
disturbances. Hepatic alterations include enlargement 
of the liver and tension on the liver capsule. These alter- 
ations cause epigastric pain, which often precedes 
seizures. 

Severe preeclampsia or eclampsia has been associ- 
ated with serious complications, such as cerebrovascu« 
lar accidents (stroke), acute renal failure, abruptio 
placentae, DIC, and fetal and maternal death. The 
HELLP syndrome is found in approximately 10% of 
severe preeclamptic conditions. In women who exhibit 
the HELLP syndrome, the onset of seizures may be 
abrupt. 


Previously known as pregnancysinduced 
3 


of pregnancy and does nu! incuda 
Tni (rim PU мей гарии ua 


Preeclampsia ЕС 

[727] “Preeclampsia with related sauras 

Chronic hypertension "High blood pressure that oscurs balore pregnancy or before the twentieth week af 
pregnancy; hypertension usualy lasts more than 42 days’ postpartum. 


tom 


Preeclampsia with supeempased Chronic hypertension that has new occurrence of proteinuria or occurrence of 
chronic hypertension | ‘thrombocytopenia and increased iver 


FFF 


Moise ham Атексаг Cale of Circus ага Gyrecoogm. 2202, ADOS 
CC ST. V, v ora Vu iP (atl) Tetra bn rect wert nod rests cure Bement МО 


HELLP syndrome is a variant cl chronic hypertension win 

‘superimposed eclamosia. Hematologic abnormalities exist with 

severe gestational hypertension. HELLP is а mnemonic that 

stands for, 

Н: Hemoyysis resulting in anemia and jaundice 

EL: Elevated ver ertzyrmes, resulting n elevato alarine sirio- 
transferase (ALT; or aspartate transaminase [AST], épigas- 
tric pain, and nausea and vomiting 

LP: Low platelets, resuling In thrombocytopenia, abnormal 
bleeding and clotting ime, bleeding gums, petechiae, and 
possibly DIC 


A generalized vasospasm results in poor tissue per- 


because the definitive treatment in worsening pre- 
eclampsia is termination of the pregnancy. 

їп HELLP syndrome, hemolysis may be caused 
by fragmentation of blood cells as they pass through 
damaged blood vessels. Flevated liver enzymes occur 
when fibrin deposits obstruct blood flow to the liver: 
Liver distention causes epigastric pain. When platelets 
collect at the site of vascular damage, thrombocytopenia 
develops. Transfusion may may be indicated he platelet 
count is below 20,000/mm”. Other presenting symptoms 
include nausea, vomiting, and malaise. Later symptoms 
are hematuria, jaundice, and generalized abdominal 
pain. HELLP syndrome can complicate pregnancy 
and the postpartum recovery period. Remember that 
а woman's condition can change quickly from mild 
to severe GH (Table 13-4). Table 13-5 presents nursing 
interventions and criteria used to determine the 


fusion, decreased vascular resistance with subsequent — severity of GH. 
blood pressure elevation, and increased endothelial 
cell permeability. This allows excessive intravascular Assessment and 


protein and fluid loss, Vascular endothelial cell injury 
can trigger coagulation pathways as well, resulting in 
abnormalities in bleeding and clotting. 

Ап immunologic response may also trigger pre- 
eclampsia. The cause may be the presence of a foreign 
body in the form of a placenta or a fetus, which may 
explain why first-time pregnancies, pre with a 
different partner (new genetic material), or multifetal 
pregnancies are at greatest risk for preeclampsia. 

Ах preeclampsia progresses, the uteroplacental 
perfusion is further reduced and fetal blood flow is 
decreased, with constriction of the umbilical vessels. 
With uteroplacental changes, the risk for abruptio 
placentae is increased. 


Effects on the Fetus 
The decrease in placental function resulting from ma. 
ternal vascular spasm in preeclampsia is associated. 
with poor fetal outcome. Fetal complications include 
intrauterine growth restriction (IUGR) and fetal dis- 
tress caused by hypoxia. Preterm birth may result 


Women who have GH develop before 34 weeks’ gesta- 
tion are screened for the presence of antiphospholipid 
antibodies. If antibodies are present, there is an in- 
creased risk of recurrent severe GH in subsequent 
pregnancies. For the woman with mild GH, conserva- 
tive outpatient management is appropriate, Close 
monitoring of blood pressure and proteinuria and an 
evaluation of renal and hepatic function and platelet 
count are critical. Antepartum assessment of fetal 
well-being and serial ultrasound are also important 
in the management of GH. The woman at home must 
have telephone contact and readily available transpor- 
tation to the hospital. The woman can be taught self- 
core management and how to count fetal kicks, 

1f the woman has only mild blood pressure eleva- 
ions, minimal proteinuria, and no evidence of either 
end-organ damage or fetal compromise, delivery 
may be delayed until a favorable ripened cervix is pre- 
sent before labor is induced. Pregnancy in women with 
GH should not go beyond 40 weeks! gestation because 
of the risk of placental insufficiency. 
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Assasses fetal Well-being or fetal compromise. 


“Assesses for preeclamosia. 


Assesses adequate Kidney function. 


Termination of the pregnancy is considered in 
Women who have severe GH at 32 to 34 weeks’ gesta- 
tion, The woman should maintain adequate diet and 
fluid intakes. Strict bed rest is no longer advocated, 
but restriction of activity is recommended. 

Clinical manifestations of GH such as maternal 
oliguria, renal failure, and HELLP syndrome are rea- 
sons for an expedient delivery. When the woman is 
hospitalized for delivery, parenteral magnesium 
sulfate is usually given to prevent seizures. A continu- 
ous infusion is administered by a controlled infusion 
device, Intramuscular magnesium sulfate is not used 
because absorption cannot be controlled as readily as 
with intravenous administration, and tissue necrosis 
can occur. Magnesium sulíate therapy does not usually 
cause fetal heart rate problems but can cause respi- 
ratory depression after birth, so the nursery nurse 
should be notified that magnesium sulfate was given 
to the mother. Infusion of magnesium sulfate 
should be discontinued if the woman has loss of deep 
tendon reflexes (DTRs), respiratory rate less than 
12 breaths/minute, and a decrease in urinary output 
to less than 30 ml. hour When magnesium sulfate 
overdose (toxicity) occurs, calcium gluconate (10 mL 
of 10% solution) is given intravenously over a2-minute 
period to reverse the overdose Respiratory ventilation 
support may be needed. Magnesium sulfate is an 
effective anticonvulsant; hawever, it does relax uterine 
muscles and stops labor. 


When hypertensive therapy is indicated, intrave- 
mous hydralazine or labetalol is most often used 
(ACOG, 2001). Care must be taken to avoid reducing 
blood pressure to levels that will cause а decrease in 
maternal-placental perfusion. Angiotensin-converting 
enzyme (ACE) inhibitors should be avoided. Blood 
pressure and vital signs should be closely monitored 

Vaginal birth is preferred over cesarean birth, even 
for a woman with severe GH, although the decision to 
deliver by cesarean birth rather than a long induction 
may be best for some women. 


Prenatal Nursing Assessment and Management 

А major goal of prenatal care is early detection of GH 
before the condition progresses in severity, Recording. 
the woman's weight, taking her blood pressure, and 
performing urinalysis are of the utmost importance 
during each prenatal visit. Blood pressure is affected 
by maternal position and measurement techniques; 
therefore. consistency is important. Blood pressure 
should ideally be taken after a period of rest, and the 
woman should be placed in a semi-Fowler's position 
with the arm at heart level. If the blood pressure is 
elevated, the woman should be allowed to relax; the 
measurement is then repeated (Skill 13-1), DTRs are 
evaluated, assessing the biceps, patellar reflexes, and 
ankle clonus. The nurse should report any abnormal 
findings. Proteinuria is determined by urine dipstick 
testing with a clean-catch midstream specimen. If the 
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Blood Pressure Mea: 
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PURPOSE 
To obtain an accurate blood pressure reading, 


Steps 

1. Tha woman should be sated with harm restingat 
heart level. 

2. Measure the blood pressure in the same arm at each 
assessment. 


3. Use the appropriate size of blood pressure cuff. 

(covering 75% to 80% of arm). 
reran 
Әла КЕЧ 
protein is greater than 1+ on two ог more occasions, 
further evaluation should be performed. The nurse 
asks the woman questions about significant subjective 
signs, such as frontal headache or epigastric pain. 
Edema is no longer considered a reliable diagnostic cri- 
terion for GH because it appears in many normal preg- 
nancies (Gabbe, Niebyl, & Simpson, 2007). The nurse 
should promptly report any change observed in the 
woman's condition. 

Because the woman may feel well, she may not 
understand the need for the close monitoring neces- 
sary in GH, Some women with GH (or preeclampsia) 
эге comparatively symptom free and may have little 
ог no noticeable discomforts, Remember, a mild form 
of GH may rapidly progress to a severe form, including, 
seizures, Once severity of GH worsens, hospitalization 
is required and appropriate nursing management 
must be carried out. 


Education for Self-Care 
Although hypertension in pregnancy is often defined as 
a blood pressure of 140/90 mm Hg or greater in a previ- 
ously normotensive woman, knowing the baseline blood 
pressure is essential, А systolic increase of 30 mm Hg and 
diastolic increase of 15 mm Hg above her baseline 
place the woman in à high-risk category. Therefore, if 
blood pressure was 90/60 mm Hg before pregnancy, а 
reading of 120/80 mm Hg indicates a risk for this patient. 
The same blood pressure elevation in a woman with 
chronic hypertension places the woman at risk for pre- 
eclampsia. The management of СН depends on the 
severity of the symptoms, the aggressiveness of the 
physician, and the understanding and compliance of 
the patient. Careful teaching, guidance, and compliance 
are critical to the woman, the developing fetus, and her 
family. In a woman who practices complementary or 
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alternative medical (CAM) therapies, the use of 
calcium is thought to decrease the severity of GH 
(Villar, Merialdi, Gulmezoglu, et al, 2003), and vitamins 
C and E and fish ой are often used to counter the anti- 
oxidative stress of preeclampsia 


Home Management 
In early GH, if the woman is well informed and consci- 
entious in carrying out the medical and nursing 
instructions (eg, reports headaches, visual distur- 
bances, or epigastric pain), management may be pro- 
vided on an outpatient basis. Care is directed toward 
reducing hypertension and restoring normal kidney 
function. Requirements to remain at home include avail- 
able telephone communication, transportation available 
at all times, and commitment to frequent clinic visits. 
Home visits by a perinatal nurse may take the place of 
the woman coming to some of the prenatal clinic visits, 
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‘Sufficient rest while in a left lateral position is im- 
portant because it decreases pressure on the vena cava 
and increases both the renal and placental blood flow, 
which, in turn, decreases edema and blood pressure. 
A well-balanced diet is advised, with sufficient protein 
to replace protein lost in urine. Sodium should not be 
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restricted; however, excessive intake of foods with 
high amounts of sodium, such as pickles, vlives, and 
tortilla chips, should be avoided, 

Attention is given to the woman's emotional and 
physical support while at home, Restricted activity 
‘may be difficult for a mother if she has small children. 
The fact that the woman usually feels well makes edu- 
cation especially important to ensure she takes precau- 
tions that will help avoid hospitalization. The woman 
and family must be taught to take a blood pressure 
reading each day; to perform а urine dipstick test for 
protein; and to record the results, including fetal and 
Uterine activity and daily weight. The nurse can help 
the woman mobilize her support systems and use 
available community resources. 


Hospitalization and Management of Preeclampsia 
and Eolampsia 


Hospitalization for the woman with GH may be vital 
to control symptoms and stabilize the disease, If GH 
is worsening, the woman is placed in a quiet room 
and positioned on her left side to maintain optimum 
placental blood flow and to keep her as quiet and 
unstimulated as possible. This plan reduces the 
neuromuscular irritability and the potential for sel- 
ше», Rest is а key component of her care; for some 
women, the presence of а supportive person is 
helpful, Efforts should be made to reduce her anxiety 
because anxiety can further increase her blood 
pressure. Blood. pressure is taken frequently. Urine 
is evaluated every 4 hours for protein and specific 
gravity, and accurate intake and output are recorded. 
Placement of a Foley catheter helps reduce the degree 
of renal compromise, DTRs are evaluated by eliciting 
the patellar reflex (response is graded from 0, no 
response observed, to +4, a brisk response), Clonus 
(а rapid alternating of involuntary contraction and 
relaxation of a muscle) is observed. А 5 + response 
is extreme neuromuscular irritation indicating a risk 
for an impending seizure, The nurse also assesses 
subjective symptoms by asking the woman И she 
has epigastric pain (upper abdomen), nausea ог 
vomiting, blurred or abnormal vision, and headache. 
These symptoms are signs of worsening GH and 
possible impending seizure, Medications may be in- 
dicated to prevent seizures, 

Nursing interventions include applying padding 
and raising side rails to protect the patient from injury 
ог falling out of bed in case seizures occur, Nursing as- 
sessments must be continuous, In addition to MgSO, 
other types of medications used in the treatment of GH 
include sedatives, antihypertensives, and anticonvul- 
sants (Nursing Care Plan 13-1). 

The fetal status is determined by appropriate tests 
for fetal well-being. Uteroplacental perfusion is de- 
creased with GH; therefore, the fetus can be in 
Jeopardy. 


Monitoring Magnesium Lees = 
Wren magnesium suifate is used to teat preeclampsia, ine 
woman must be monitored for signs of increased magnesium 
levels, Wich includes cierinished гөйөхыв, decreased respir- 
ary rate, drooiing, ала dHfculty swallowing, 


Emergency Care 

Emergency equipment and drugs should be kept at the 
patient's bedside. These include an oral airway, bag- 
valve-mask resuscitator (Ambu-Bag), oxygen, and suc- 
tion equipment: ophthalmoscope; and medications 
such as MgSO,, calcium gluconate, and cardiac stimu- 
lants. Oxygen saturation may be measured by pulse 
oximetry, and electrocardiographic (ЕСС) monitoring, 
may be performed. Invasive hemodynamic monitoring 
with a flow-directed (Swan-Ganz) arterial catheter 
may be indicated and the woman transferred to an in- 
tensive care unit, 

Fortunately, convulsions occur in only 5% of GH 
patients. However, every nurse should know thata rise 
in blood pressure level, epigastric pain, severe head- 
ache, apprehension, twitching, and hyperirritability 
of the muscles often precede a seizure, During a sel- 
zure, the nurse should protect the woman from injury 
without using force, If possible, the woman's head may 
be turned to the side to prevent aspiration of mucus 
and vomitus, Labor may progress rapidly at this time, 
and newborns have been born suddenly during a sei- 
zure episode. After the seizure, an airway may be 
inserted and oxygen administered. The norse notifies 
the physician, records the description of the seizure 
and its after effects, takes vital signs, and evaluates 
the fetus. Providing information and support to the 
family is important. 

When the seizures are controlled, labor may be in- 
duced or a cesarean birth performed if the woman does 
not go into labor spontaneously. Nursing care at this 
time Includes continuous monitoring of the woman 
and fetus, All stimull, such as noise and bright lights, 
should be reduced to lessen electrical charges to neu- 
rons. It is important to remember that the woman 
сап have seizures up to 48 hours after delivery, and, 
therefore, careful postpartum assessment is essential. 


Chronic hypertension is defined as blood pressure of 
140/90 mm Hg or higher before pregnancy or before 
20 weeks’ gestation, The goal of care is to prevent 
the development of preeclampsia and ensure normal 
fetal growth and development, Antihypertensive med- 
ication is rarely prescribed for blood pressures below 
160/100 mm Hg. Nursing responsibilities include edu- 
cating the woman about self-care. including diet. exer- 
cise. and required record keeping. 


‘Scenario 


А woman is admitted with signs of mild gestational hypertension (GH), and plans are made for discharge to the heme with 
careful follow-up monitoring. The woman asks what she can do to avoid further complications and problems. 


Selected Nursing Diagnosis 
Deficient knowledge related to home care of mild GH 


МЕ оС س‎ 


normal limits. 
Fetal heart rate will 
remain in a 
reassuring pattem, 
Patient will not have 
peripheral facial and 
abdominal edema. 
Weight gain will be 
‘within normal limits 


Selzures will not occur, 


Monitor changes in fetal heart rate (FHR) 
Monitor urine protein (proteinurial 


Monitor weight gain and fluid intake and 
output and edema above the waist, 


With severe preeclampsia, keep the room 
quiet with minimum stimulation in 
environment. 


Critical Thinking Questions 

1. A woman in the prenatal clinic states that high blood pressure runs In her family, and she has been taking medication for a 
slightly elevated blood pressure for many years: She states she has had most success with the medication she is currently 
taking (atenolol) and would like to continue this regimen during her pregnancy. What is your best response? 

2. What factors need to be considered and included when developing a teaching plan for a woman with GH? 


Patient will restate Ask patient what she knows about Allows the nurse to build on woman's existing 
correct home care ‘hypertension during pregnancy; include knowledge, reinforcing it and correcting any 
measures related. family members if present. misunderstandings of the woman or family. 
to GH. 

Patient will keep. Teach the woman the i nce of GH сал quickly become more severe between 
prescribed prenatal tal appointments, which will be more prenatal care visits, If the woman 
appointments, went because she has mild СН, understands why she should keep 

appointments, she is more likely to do so. 
Reinforce to the woman the prescribed 16 woman understands these measures to limit 
measures to care for herself ә! home: the severity of GH, she may be more 
motivated to maintain them. 
Remain on bed rest, sper most of the time — Bed rest reduces the flow of blood to the 
on her side (may walk to the bathroom and skeletal muscles, thus making more available 
est meals at table in most eases). to placenta this enhances fetal oxygenation, 
Eat a well-balanced, high-protein diet: limit — Women with GH lose protein in thelr urine, 
lium foods such as potato chips, which must be replaced to maintain nutrition 
ited nuts, pickles, and many snack foods; ала fluid balance severe sodium restriction 
Include high-fiber foods and at least el зму incense severity of GH, but a Neh 
glasses of noncaffeinated drinks each day: fium intake may worsen hypertension and 
consider food preferences and economic decrease the woman's blood volume; fiber 
restraints when helping the woman choose and fluids help reduce constipation, which 
appropriate foods. is more likely when activity is restricted, 
Discuss quiet activities the woman enjoys that Ве rest can lead to boredom, and the woman. 
can be done while she is on bed rest. may not maintain the prescribed activity f 
she is unaware of which activities she can do. 
Teach the woman to report signs that indicate GĦ can worsen despite careful home. 
worsening GH promptly: headache; visual managementand paient compliance the 
disturbances (blurring, flashes of light, woman has these symptoms, she needs to 
"spots" before the eyes); gastrointestinal be evaluated and possibly hospitalized 
symptoms (nausea, pain); worsening edema, to prevent progression to eclampsia. 
especially ofthe face and fingers; noticeable 
drop in urinary output, 

Selected Nursing Diagnosis 

Ineffective Unerapentic regimen management related to GH 

Expected Outcomes __ Nursing Interventions. Rationales 

Blood pressure will Monitor and record baseline vital signs, Compare baseline data to changes that may 
remain within indicate fetus isin jeopardy. 


ЕН reflects fetal status. 


Urine protein of 3 or more may be a sign of 
impending eclampsia, 


‘Weight galn exceeding 0.5 kg (1 Ibs) per week is 
ative of GH. Urinary output of les than 
30 mL. /hour may indicate renal shutdown. 
Edema may indicate! complications, 
Environmental stimulants can precipitate 
seizure. 
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Chronic Hypertension with Superimposed 


Preeclampsia 
Some women with chronic hypertension develop 
preeclampsia, and careful management is essential 
because they may rapidly progress to eclampsia. 


Postpartum Management 
For the first 48 hours’ postpartum, careful monitor- 
ing is critical. After 48 hours, the maternal assess- 
ments are decreased to every 4 to В hours if the 
mother is stable. The Foley catheter is removed, 
and the woman is encouraged to ambulate and give 
independent care to her newborn, Return of blood 
pressure io baseline levels usually occurs within 
2 weeks, For women with chronic hypertension, 
lifestyle changes to improve long-term health should 
be discussed, Because MgSO, relaxes the smooth 
muscle of the uterus, uterine tone must be monitored 
and the fundus massaged to prevent postpartum 
bleeding. In breastfeeding mothers who require anti- 
hypertensive therapy, methyldopa is the preferred 
medication, 


THROMBOEMBOLIC DISEASE 
Physiologie changes in pregnancy significantly in- 
crease the risk of superficial thrombophlebitis, deep 
vein thrombosis (DVT), and. pulmonary embolism. 
This is dramatically evidenced by the fact that pulmo- 
nary embolism is one af the leading causes of maternal 
death (АСОС, 2001), It is essential that health care 
providers identify high-risk women and use methods 
to treat the condition in an effective and expedient 
manner, A thrombus is the collection of platelets and 
fibrin on the wall of a blood vessel that impedes blood 
flow through the vessel, A thrombus can enlarge as 
more platelets and fibrin are added, can detach and 
flow through the circulation, and can land in the 
lung. This fs called an embolus. A thrombus on the 
wall of a vessel that causes inflammation is called 
thrombophlebitis. 


Risk Factors 

Venous stasis is a well-recognized component of 
pregnancy. Venous distensibility, increased blood 
volume, vena cava compression by the gravid uterus, 
lower extremity edema, and worsening of varicose 
veins are all evidence of venous stasis as pregnancy 
advances. Normal changes in the coagulability and 
fibrinolysis activity during pregnancy place all 
patients at risk. Vessel wall injury can occur from 
cesarean birth and postpartum infections such as 
endometritis. Women who used oral contraceptives 
before becoming pregnant and those who have jobs 
in which they sit for long periods are at risk. Other 
women at risk are those older than 30 years and 
those who are obese: Early ambulation is the primary 
prevention for this condition. 


Assessment and Management 
‘A number of conditions during pregnancy mim 
thrombosis. Symptoms of superficial thrombosis ar 
DVT vary, but the woman generally complains of su 
den pain with swelling in the extremity, There may 
warmth and redness at the site. Pain in the calf of t 
leg when the foot is passively dorsiflexed is a positi 
Homans’ sign, 

One of the most commonly used diagnos 
methods is Doppler scanning of the deep veit 
Magnetic resonance imaging (MRI) is also used wi 
accuracy to identify thrombi in symptomatic patien 
The symptoms associated with pulmonary embolis 
are dyspnea, chest pain, hemoptysis, and tachycard 

Superficial thrombosis is treated with moist he 
and elevation of the extremity. Early ambulation is e 
couraged. Elastic support stockings are wom when Û 
woman walks. Early ambulation, range-of-motion е 
ercises, and avoidance of placing pressure bel 
the knees are ways of preventing thrombus formatie 
Alternative methods of venous thrombosis proph 
Taxis include mechanical methods, such as compre 
sion stockings. Heparin is usually given but must 
carefully monitored because of the increased risk 
hemorrhage after birth. Women should be advis 
to avoid sitting with their legs crossed at the kn 
and should elevate thelr legs frequently when sittin 
If their work requires standing for long perio 
they should wear elastic support hose that cover € 
entire leg 

Treatment of DVT in postpartum women is intrav 
nous heparin followed by warfarin sodium (Coum 
din), Warfarin is contraindicated during pregnanc 
Women receiving heparin should be carefully mor 
tored for evidence of hematuria and easy bruisir 
Periodic laboratory checks of prothrombin time a 
necessary. Warfarin does not pass into breast im 
and can be taken by breastfeeding mothers. 


HEART DISEASE 
Pregnancy results in increased cardiac output, hes 
rate, blood volume, and stroke volume. These chang 
can tax the cardiac functioning of a woman with he. 
disease. The nurse must have a sound understand 
of the normal cardiovascular adaptations during pre 
папсу because the additional burden on an alrea 
compromised heart can result in maternal heart failt 
and place the newborn at risk for hypoxia, IUGR, а 
prematurity. The overall incidence of heart disease 
pregnancy is 1%. 


Effects of Pregnancy on Heart Disease 

The hemodynamic changes that occur during pn 
nancy have a profound effect on the woman with һе 
disease. Each of these changes increases the work 
the heart, and their combined effect may exceed Y 
functional capacity of a damaged heart. Drugs ut 
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for some cardiac conditions, such as warfarin, pro- 
pranolol, and some diuretics, may be contraindicated 
in pregnancy: 

At some periods during pregnancy, the danger 
to the woman with a cardiac condition is especially 
great. The woman must be closely monitored during 
the early prenatal period when circulatory adapla- 
tion occurs. Febrile illness should be reported and 
promptly treated. Special risks are present during 
labor and delivery. During labor, every uterine con- 
traction shifts 300 to 500 ml. of blood from the uterus 
and placenta into the maternal bloodstream, increasing 
cardiac output by 15% to 20%, possibly overloading, 
the heart, which may trigger congestive heart failure. 
During the second stage of labor, maternal pushing 
taxes the heart. Immediately after birth of the newborn 
and placental expulsion, the obstructive effect of the 
pregnant uterus on the vena cava disappears, and 
there is a sudden shift of blood (up to 1000 mL) from 

lower extremities and from the placenta into the 
systemic circulation. This large and abrupt increase 
in blood volume may be more than the woman with 
cardiac disease can manage. During the postpartum 
period appronimalely 4108 day after birth естой 
peripheral resistance and pulmonary embolism are 
two major problems that can occur in the woman with 
а heart problem. 


Assessment and Management 
Many of the symptoms of cardiac illness such as short- 
ness of breath with activity, weight gain, edema, and 
cardiac murmurs can be symptoms normally found 
in adaptation to pregnancy. However, a careful history 
‘of the woman with heart disease may reveal the symp- 
toms are out of proportion to the stage of pregnancy 
Diagnosis is usually established by transthoracic echo- 
cardiography. А chest X-ray examination or standard 
FCG will not provide specific information needed to 
treat the pregnant woman 

Most cardiac problems can be managed during 
pregnancy, However, sume preexisting heart con- 
ditions may be a contraindication for а planned 
pregnancy because of the associated high mortality 
rate. These conditions include pulmonary hyperten- 
sion, aortic coarctation, a history of myocardial infarc- 
tion, and uncorrected tetralogy of Fallot, (The student 
should consult а medical text for а more complete 
discussion of these cardiac conditions.) Women with 
known cardiac conditions should be carefully coun- 
seled concerning the risks involved in pregnancy, 
labor, and delivery. A multidisciplinary approach 
to care includes the obstetrician, cardiologist, perina- 
tologist, anesthesiologist, dietitian, and labor and 
delivery nurse. 

Modifications of antepartum care are based on min- 
imizing stress to the heart, The nurse should help the 
woman identify her normal activities and advise her 


to notify her health care provider lf she becomes un 
able to perform them, which may indicate cardiac de 
compensation, Because cardiac challenges occur 
slowly during pregnancy, symptoms of decompensa- 
Чоп may also gradually appear. The woman with a car 
diac problem is scheduled to be seen more often than 
one with a normal pregnancy, and fetal assessment 
tests may be indicated, A nursing responsibility in- 
cludes being alert to symptoms of cardiac decompen- 
sation and educating the mother concerning her care 
plan. Rest periods, adequate sleep, and activity restric- 
tions are essential. Referral to support groups may aid. 
. 

"Ihe nurse should review the pharmacologic infor- 
mation concerning any medications administered to 
the pregnant patient. Dietary restrictions are based 
on individual patient need. If sodium restriction is 
needed, it should not be less than 2.5 g/day, and potas» 
sium levels must be monitored to prevent hypokale- 
mia if diuretics are part of prescribed therapy. The 
Woman with a cardiac history who is receiving antico- 
agulant therapy may néed to restrict foods high in 
vitamin K, such as raw, dark green, leafy vegetables, 
А registered dietitian should be consulted when caring 
for a pregnant woman with cardiac problems to help 
design a culturally and medically appropriate dietary 
plan. The modified approach to management of labor 
and delivery for a pregnant woman with a cardiac 
problem is listed in Воҳ 13-3. Student nurses and 
licensed nurses are usually certified in cardiopul- 
monary resuscitation (CPR) but should be aware of 
modifications required for the pregnant patent 
(Skill 13-2). 


ANEMIA 

Because of the increased blood volume during preg- 
nancy, hemoglobin and hematocrit levels will fall 
below normal; they return to norma) levels approxi- 
mately 6 weeks’ postpartum, Anemia is a reduced 
ability of the blood to carry oxygen to the cells, 
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. Proche опро aw rosrbad when kr 
'enaocardttis а present. 
* Avoid maternal pushing, авв forceps or vacuum 


extraction, 
• Use intravenous flid replacement as needed 
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PURPOSE 
“To provide CPR without injury to mother or fetus. 


Steps 
EN e 
rolled blanket under one hip (to prevent supine 
* 


hypotensive syndrome) 
A. eee place the paddle one sb 
terspace higher than usual (because of the normal 
— m pied 
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In pregnancy, anemia is defined by hemoglobin levels 
less than 10 g/dL and hematocrit levels below 30%. 
Women with anemia tire easily, are susceptible to 
infection, and are at an increascd risk for pregnancy 
complications such as preterm delivery. Four types 
of anemia are significant during pregnancy: two nutri- 
tional anemias (iron deficiency anemia and folic acid 
deficiency anemia) and two anemias resulting from 
genetic disorders (sickle cell disease and thalassemia), 


Iron Deficiency Anemia 

With the expansion of plasma volume and use of iron 
by the fetus to build hemoglobin, it becomes difficult 
for women to replace the iron losses by nutrition alone, 
Frequent use of antacids decreases dietary iron absorp- 
tion and predisposes the woman to the development of 
anemia. A serum iron concentration of less than 
60 mg/dL with less than 16% transferrin saturation 
js laboratory confirmation of iron deficiency anemia 
(Oats & Abraham, 2010), Dietary sources of iron in- 
clude meat, fish, chicken, and green leafy vegetables. 
Iron supplements—60 mg/day of elemental iron or 
300 mg/day of ferrous sulfate—are commonly used 
to meet the needs of pregnancy and maintain iron 
stores. Vitamin C and zinc are often given to enhance 
the absorption of iron. It is necessary to advise the 
woman about the gastrointestinal effects of iron, in- 
cluding nausea and vomiting; epigastric discomfort; 
abdominal cramping: black, tarry stools; and constipa- 
tion. In cultures where carbohydrates are the mainstay 
of the diet, iron supplementation may be required 
because cereals contain phylates, which prevent iran 
absorption (Oats & Abraham, 2010). 


Э. Give chest compressions at а point slightly hig 


5. Determine resting uterine tone after CPR of a 
pregnant woman, 

6. Perform hemodynamic monitoring after CPR. 

7. Maintain continuous electronic fetal monitorin: 
(EFM). 
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Folic Acid Deficiency Anemia 

The need for folic acid increases considerably du 
pregnancy. Folic acid deficiency anemia may re 
from inadequate intake, poor absorption, or drug tr 
actions. Poor cooking habits (e.g. cooking with li 
amounts of water) can also destroy the folic acid | 
tent of foods and can lead to folic acid deficiency. F 
acid deficiency is seen in women with vitamin Biz 
ficiency, Women who are strict vegetarians shoul 
evaluated for this type of anemia. 

Folic acid deficiency is associated with neural I 
defects. Three common neural tube defects are ar 
cephaly, spina bifida, and encephalocele. Recomn 
dations from the U.S, Public Health Services are 
all women of childbearing age take 0.4 mg of folic. 
daily, Foods high in folic acid include dark green } 
vegetables, citrus fruits, beans, yeast, and forti 
‘breakfast cereals. 


Sickle Cell Anemia 
Sickle cell anemia Is an inherited disorder cause 
the presence of abnormal hemoglobin in the bl 
This abnormal hemoglobin causes the sickliny 
red blood cells (abnormal sickle shape). Appi 
mately 1 in 11 African Americans in North Am. 
has the sickle cell trait; however, less than 1% | 
sickle cell anemia. Prenatally, women with sickle 
anemia are taught to prevent hypoxia, dehydra 
infection. and fatigue to avoid developing a s 
cell crisis. In a sickle cell crisis, cells clump tog: 
and result in a blockage of vessels and infarc 
organs. If blockage to the placental circulation oc 
fetal compromise and even fetal death сап er 
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This disorder increases the risk for spontaneous abor- 
tion, IUGR, and stillbirth, 

To safeguard against complications such as à sickle 
cell crisis in individuals with sickle cell disease, the 
following measures should be considered during 
Jabor: (1) oxygen supplementation to the mother, 
(2) administration of intravenous fluids, (3) adequate 
fetal monitoring, (4) maternal hemoglobin monitoring, 
and (5) administration of prophylactic antibiotics if 
operative delivery is necessary or if urinary tract infec- 
tion is present (Oats & Abraham, 2010), iron supple- 
‘mentation is rarely necessary, but folate supplements 
are advised during pregnancy, The goal of care is to 
prevent sickle cell crisis, 


Thalassemia 

Thalassemia is a genetic defect that causes abnormal 
hemoglobin, resulting in hemolysis and anemia, Iron 
supplementation may cause an iron overload in a 
woman with the disorder. Some infections can reduce 
erythrocyte production and accelerate destruction and 
should be treated promptly. 


GASTROINTESTINAL DISORDER 
HYPEREMESIS GRAVIDARUM. 


Mild nausea with or without vomiting occurs during 
normal pregnancy and usually disappears by the 
twelfth week, when the body adapts to the pregnant 
state, When vomiting persists, however, causing seri- 
ous dehydration, starvation, and excessive weight loss 
before the twentieth week of pregnancy, the condition 
is called (excessive vomiting 
of pregnancy). No single cause has been identified; 
however, endocrine imbalance and the slow motility 
of the gastrointestinal system during pregnancy are 
possible contributing factors, The highest incidence 
of hyperemesis gravidarum occurs with the first prege 
nancy, multifetal pregnancy, and hydatidiform mole 
and in women with a history of psychiatric disorders. 
Conditions such as pancreatitis, hepatitis, and thyroid 
disease should be ruled out, The fetus is at risk for 
ТОСЕ if this condition persists. 


Assessment and 

Excessive vomiting, when it occurs over a prolonged 
period, may cause the woman to be dehydrated and re- 
sulis in electrolyte imbalances. Severe potassium loss 
may alter cardiac function, and fetal loss may be a risk. 
The woman may need to be hospitalized, and an intra- 
venous infusion is started and continued until vomit- 
ing ceases, In some cases, intravenous therapy can be 
managed as home care. Correcting fluid and electro- 
lyte imbalances is important in the treatment. All oral 
intake of food and fluids is stopped until the woman 
can retain fluid in small amounts. Vitamin and mineral 
supplements or steroids may be prescribed, and total 


parenteral nutrition (TPN) is considered. A record of 
oral intake and urinary and stool output is maintained. 
Weight loss and ketonuria suggest that the woman's fat 
stores are being used to nourish the fetus and to meet 
the woman's energy needs. Lowfat frequent feedings, 
positioning, and other techniques to reduce nausea are 
used. Drugs such as pyridoxine, meclizine, diphenhy- 
dramine, and metoclopramide are often prescribed with 
good results (Tan, Khine, Vallikkannu, & Omar, 2010). 
PPIs such as Omeprazole have been found to be safe 
to administer in early pregnancy (Pasternak & Hviid, 
2010), The pregnancy safety classification of drugs 
should be reviewed before administration, The home 
health nurse and dietitian are important members of 
the health care team. Gond oral hygiene and weight 
monitoring are essential nursing interventions, 

‘The nurse who is caring for a woman with hyperem- 
esis gravidarum should demonstrate patience and 
understanding, The nursing assessment includes lis- 
tening to the woman's conversation for clues to what 
triggers her nausea or vomiting, Usually alter 48 hours 
of hospitalization, the woman's condition will improve 
and small amounts of food may be tolerated. The 
woman should retum frequently to the clinic for as- 
sessments, CAM therapies such аз wrist acupressure 
bands, herbal tes, ginger root, and vitamin By are 
popular treatments (see Chapter 21). 


DIABETES MELLITUS 


Diabetes mellitus is an endocrine disorder of carbahy- 
drate metabolism. It ıs characterized by hyperglycemia 
(elevated blood sugar) resulting from the inadequate 
production or ineffective use of insulin, When insulin 
is insufficient or ineffective, glucose accumulates in the 
bloodstream and hyperglycemia results, Hyperglyce- 
mía causes an increase of intracellular fluid in the vas- 
cular system, resulting in an expanded blood volume, 
This causes the kidneys to excrete large amounts of 
urine (polyuria) in an attempt to regulate excess blood 
volume and to excrete the unusable glucose (glycos- 
uria). Then the body tries to compensate for its inability 
to convert carbohydrate (glucose) into energy by burn- 
ing protein (muscle) and fats, the end products of 
which are ketones and fatty acids. When ketones and 
fatty acids are in excess quantity, ketoacidosis is pro- 
duced, Because of the breakdown of muscle and fat tis- 
sue, weight loss occurs. This causes the body to be in a 
state of starvation and compels the person fo eat exces- 
sively; thus, polyphagia occurs. As this continues, vas- 
cular changes occur, affecting the heart, eyes, and 
Kidneys. Any problem in carbohydrate metabolism be- 
fore pregnancy is increased during pregnancy. If a 
‘woman has the potential for developing dinbetes mel- 
litus, pregnancy may trigger gestational diabetes mel- 
litus (GDM) (London, Ladewig, Ball, & Bindler, 2006). 
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Classification 

Pregestational diabetes mellitus is the label given tn type 1 
or type 2 diabetes that existed before pregnancy. GDM 
refers to glucose intolerance first recognized during 
pregnancy; it usually resolves after birth, 

the woman is at risk of developing diabetes later ín life- 
Box 13-4 classifies diabetes mellitus based on the cause. 
А classification of diabetes mellitus in relation to the 
extent of the disease—White's classification of diabetes 
in pregnancy—lists the duration of the illness and the 
extent of existing organ damage (London, Ladewig, 
Ball, & Bindler, 2006). 


Effect of Pregnancy on Diabetes. 

Pregnancy has been called a diabetogenic state in which 
the need for glucose is increased, creating a resistance 
to insulin. It is important to remember that maternal 
insulin does not cross the placenta. Therefore, by the 
tenth week of gestation, the fetus is obligated to secrete 
his or her own insulin to use glucose obtained from the 
mother. 

During the first trimester of pregnancy, maternal 
glucose levels decrease as a result of increased fetal de- 
mands of rapid cell division. In addition, during the 
first trimester, the woman experiences nausea and 
vomiting and decreased food intake, further decreas- 
ing her glucose levels. During the second and third 
trimesters, rising levels of hormones (egu estrogen, 
progesterone, human placental lactogen, cortisol, and. 
insulinase) increase insulin resistance through their ac- 
tions as insulin antagonists, These effects are more pro- 
nounced during the second and third trimesters 
because the concentration of the hormones is greater. 
Insulin resistance allows more maternal glucose to be 
available to the fetus. Periods of hyperglycemia may 
occur for which the diabetic mother will need an in- 
creased insulin supply. Hyperglycemia in the fetus re- 
sults in rapid fetal growth (macrosomia). Control of 
maternal glucose levels is vital to a good pregnancy 
outcome, 


Intolerance with onset during pregnancy, In true GOM; 
‘glucose usually retums to normal by б weeks aher 


During labor, with the increased energy needs, th 
diabetic woman may require more insulin, An abruy 
decrease in insulin requirement occurs after birt! 
resulting from a decrease in levels of the insulin antag 
onist hormones formerly produced by the placenti 
Maternal tissues quickly regain their nonpregnanc 
sensitivity to insulin. For the nonlactating womar 
pre-pregnancy insulin-carbohydrate balance return 
in approximately 7 to 10 days. Lactation uses mater 
glucose; therefore, the breastfeeding mother's insuli 
requirements remain lower. 


PREGESTATIONAL DIABETES MELLITUS 


When the known diabetic becomes pregnant, she 1 
referred to as a pregestationa! diabatic. Pregestationa 
diabetics may have either type 1 (insulin-dependent 
or type 2 (non-insulin-dependent) diabetes, The diabe 
togenic state of pregnancy imposed on the compro 
mised metabolic system has significant implications 
Pregnancy will affect glycemic control. In addition 
pregnancy may accelerate the progress of vascula 
complications. Oral hypoglycemics cannot be taker 
during pregnancy because of their potential adverse 
effect on the developing fetus, 

During the first trimester, with the fetus using 
glucose, the mother’s blood glucose levels are usually 
reduced, and she may need less insulin. Insulin do 
sage for the well-controlled diabetic may need to be 
adjusted to avoid hypoglycemia (low blood glucose) 
Insulin resistance continues to rise until the last few 
weeks of pregnancy, Blood pressure and blood glucose 
levels citat be maintained Within ассои ranges te 
prevent complications to the mother and newborn, 


Risks and Complications 

Maternal hyperglycemia in the first trimester of preg: 
nancy can cause fetal anomalies. In the second and 
third trimesters, glucose, but not insulin, crosses the 
placental barrier. The fetus responds to the excess pis 
сове by secreting additional insulin. Macrosomia and 
impaired fetal lung functions can occur. At birth, the 
infant is at risk because the high insulin production re- 
mains when the maternal glucose transfer ends, and 
hypoglycemia can result in the newborn. 

The pregnant diabetic woman is at risk for several 
complications, The severity of the risk is related to 
the woman's glycemic control before and during the 
pregnancy. Maternal and fetal complications that com- 
monly occur with the diabetic pregnancy are listed in 
Box 13-5. New techniques for monitoring glucose 
levels, delivering insulin, and monitoring the fetus 
can reduce perinatal mortality. 


Preconceptional Counseling 

A woman with preyestational diabetes mellitus should 
be counseled before a planned pregnancy regarding 
need for glycemic control, high-risk management of 
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hyperglycemia. causing 
F 
. Soane parser wem. viin ma None 


ctn occur 200 4 hours after bim and roquires immediate 
intervention. 


— N de ышы шна а 
macroscrnia] (вве Chapter 18) 

* Respiratory distress syndrome cun occur in the newborn 
‘because high levels of ngu interfere with surtactant 
production in the lunga. 

* Palycytheria әт the niwbor can оос because a 


polycythemia (too many red blood cells in the blood). 


the pregnancy, and postpartum follow-up care. The 
partner should be included in counseling to discuss 
careful family planning, the financial costs of frequent 
maternal-fetal monitoring, and need for compliance. 
Often the woman may be 4 well-controlled diabetic 
before pregnancy who finds that the physiology of 
pregnancy places special demands on her body; some 
medications used for glucose control cannot be used 
during pregnancy, and, therefore, modifications of 
care and close monitoring become necessary. 


Assessment and Management 

In large measure, the effective management of a dia- 
betic pregnancy depends on the woman's adherence 
to the devised care plan (monitoring diet, exercise, 
and insulin administration). The woman's emotional 


status and support system are assessed along with 
her knowledge of diabetes to determine her teaching 
needs. A thorough physical examination is performed 
to assess the woman's health status. A baseline ECG is 
performed to check her cardiovascular status. In addi- 
tion to routine prenatal care, the diabetic woman needs 

ial assessments and management at home and in 
the hospital. 


'Care for the Woman with Diabetes Mellitus 


Symptoms of hypoglycemia and ketoacidosis: The zreo- 
ant diabetic woman must be able to recognize sympioms 
that indicate a change in glucose levels. She should be 
ivit 10 check her сарйагу blood glucose lavel to see 
whether itis above or below normal. In addition, she should 
Bids carry а snack as a tast source of glucose She should 
bê advised to drink тк when possible о avoid а mboun ot 


ypergycema. 
Travel If insun is required. tne woman should keep тенты 
fated эй needed wie she is traveling. She should woar n 


be hosoilakzed two or free times during her pregnancy H 
valuation of glucose levels or adjustment ot her Insulin evel 


is necessary, 

Fetal monitoring: Tho woman should be advised that (ata 
‘status Will be periodically assessed dunng pregnancy. 

Smoking: The woman who smokes should bo advised about 
the harmful effects of smoking on both the material vascular 
System and the development of the fetus, 

Strict adherence to diet: The woman should understand that 
during pregnancy, for the well-being of the fetus, she must 
chere 10 her chet, 

Careful monitoring of levels at home: The woman 
should be advised that reliability in her daily гесоғо of glucose. 
leveis is rmporiant in her care. 

Exercise: Exercise sncula be caretuly monitored 


Diet. The recommended diet is based on blood glucose 
levels and individualized to meet cultural and lifestyle 
needs as well as letal and metabolic requirements. The 
average diet may be 30 to 35 kcal /kg of body weight in 
the first trimester and 35 kcal/kg in the second and 
third trimesters, with carefully planned snacks. A large 
bedtime snack is recommended to prevent nighttime 
hypoglycemia, Forty percent to 50% of calories should 
be complex, high-fiber carbohydrates; 20% comes 
from protein, and 30% to 40% from fats (ACOG, 
2005). The woman is taught signs of hypoglycemia 
and hypenglycemia and home care of such events, 
‘The woman is encouraged to eliminate empty calories 
in the form of sweets from her diet. Vitamins and folic 
acid supplementation in the form of prenatal vitamins 
are recommended, as with all ces. A dietitian 
or nutritionist is an important part of the health care 
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team and can help the woman develop appropriate 
individualized diet plans. 


When det alona does not mariage the glucose control, insulin 
ie usualy prescribed because oral glyburide can cross 
placenta, and Metformin readily crosses the placenta 
an result in fetal anomalies. 


‘Simple Carbohydrates for Selt-Treatment of Hypoglycemia 
(<80 mg/dl. Blood Glucose 
$ à oz unsweetened trl luce 


Blood glucose should be reassessed tn determine response. 


TTT 
eee eee amores ONG 641. ere VA AM 


Exercise. Individually prescribed exercise according 
to the pre-pregnant lifestyle is recommended. Proper 
exercise enables muscle activity to help normalize glu- 
cose levels. 


GESTATIONAL DIABETES MELLITUS 


Gestational diabetes mellitus (GDM) is diabetes melli 
defined as carbohydrate intolerance of variable sever- 
ity, with the first recognition during the pregnancy. 
Pregnancy uncovers the diabetic tendencies of asymp- 
tomatic women by the insulin resistance that occurs 
during gestation. Women with GDM may have only 
an impaired tolerance to glucose, and others may have 
a mild form of the disorder. Some women with СОМ 
exhibit the classic signs of diabetes, including 
excessive thirst, hunger, urination, and weakness, 
The routine urinalysis showing glucose (glycosuria) 
during а prenatal visit is usually the first indication 
of diabetes, Diagnosis of GDM is important, however, 
because even mild diabetes causes increased risks for 
the newborn. Because gestational diabetes develops 
after the first trimester, the risk of congenital malfor- 
mation and spontaneous abortion is less than with 
pregestational diabetes. 

Diet often controls gestational diabetes; however, 
10% to 15% of women with GDM will require insulin 
to maintain glycemic control. In gestational diabetes, 
the problem is evidenced after 20 weeks’ gestation, 
and, therefore, fetal malformation will not occur if oral 
hypoglycemics are used and the woman is closely mon- 
itored (Major, 2010), The symptoms of diabetes may dis- 
appear a few weeks after the birth of the newborn. 
However, as many as 39% to 50% of women with 
gestational diabetes will show further deterioration of 


carbohydrate metabolism in the next 15 years of life. 
Because of this, the woman and her family should be 
well educated in the recognition of signs and symptoms 
of diabetes and dietary management for hypoglycemia, 


‘Screening During Pregnancy 
The ACOG recommends that all pregnant women be 
screened for gestational diabetes. А glucose challenge 
test (a screening test) commonly given for gestational 
diabetes is the 50-6, I-hour diabetes challenge test. It 
is not necessary to follow any special diet before the 
test. lf the plasma glucose 1 hour after ingesting 50 g 
glucose is greater than 140 mg/dL, a follow-up oral 
glucose tolerance test is performed for more accurate 
evaluation, The usual time to screen is between 24 
and 28 weeks’ gestation. Because the renal threshold 
is lower during pregnancy, glucose may spill into 
the urine. Therefore, glycosuria is not considered diag- 
nostic for diabetes but does indicate the need for fur- 
ther evaluation. Care of the newborn of а diabetic 
mother is discussed in Chapter 16. 


Glucose Monitoring 
The goal of glucose monitoring is to maintain a level 
between 80 and 120 mg/dL, the latter being o postpran- 
dial (after meals) level. The evaluation of glycemic con- 
trol is based on a glycosylated hemoglobin bib Ale) 
level. This measurement is based оп the fact that 
glucose attaches to hemoglobin A (HbA); measuring 
the amount ot glucose-attached HbA determines the 
glycemic control for the preceding 2 to 3 months. An 
НБА level obtained at the first prenatal visit provides. 
an estimated risk for diabetic-related problems in the 
first trimester, A measurement of under 7% is accept- 
able, but levels of 7.2% to 9.1% is associated with a 
14% increased risk of fetal malformation (Major, 2010). 
Monthly levels are assessed throughout pregnancy, 
Monitoring daily blood glucose levels at home can be 
accomplished with a glucose monitor. Some models 
сап be downloaded toa personal computer and commu- 
nicated to the clinic nurse. Blood glucose should be 
measured before meals and 2 hours after meals until 
stable; a regular regimen should then be instituted. 
Elective induction of labor may be planned between 
Зв and 40 weeks’ gestation in a well-controlled diabetic 
woman. Close glucose monitoring during labor and 
postpartum is essential, Cesarean birth is common 
because of cephalopelvic disproportion caused by fetal 
macrosomia (increased fetal size). The postpartum 
patient taking oral hypoglycemics can safely breast- 
feed because exposure through breast milk is limited. 
(Major, 2010). 


Fetal Surveillance. 
Prenatal fetal assessment is essential during pregnancy 
and labor. Some tests that may be performed during 
the last trimester include a biophysical profile, serum 
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alpha-fetoprotein (AFP), amniocentesis, a nonstress 
test, and kick counts to assess fetal activity. See 
Chapter 5 for fetal assessment tests. 


Emotional Support and Communication 
Empowering the woman to make as many decisions as 
possible concerning home care, diet selection, and ex- 
ercise regimen will promote compliance and prevent 
her from feeling her pregnancy is an illness and a neg- 
ative experience. involving the multidisciplinary 
health care team in meeting the needs of the woman 
and including the family in the teaching program are 
essential for a positive outcome. 


INFECTIONS 


Maternal infections known as the TORCH Infections 
are those infectious diseases identified as teratogenic, 
which cause harm to the embryo and developing fe- 
tus, They are Toxoplasmosis, Rubella, Cytomegalovi- 
rus (CMY), and Herpesvirus type 2. Some identity the 
ЖО” as other infections. Although the acronym TORCH 
is useful to identify congenital risks, it does not in- 
clude all of the major infections that pose risks to 
the mother and newborn (Table 13-6). The mnemonic 
Storch" has been recommended as a modification of 
the TORCH mnemonic. Storch is a German term for 
stork, which is associated with pregnancy, and the 
Н takes the place of the “О” for other diseases. 
Storch specifically adds syphilis, herpes, human im- 
munodeficiency virus (HIV), human papillomavirus, 
human parvovirus, and hepatitis C. Selected sexually 
transmitted infections and other infections are dis- 
cussed in Chapter 20, 


URINARY TRACT INFECTIONS 


Urinary tract infections (UTIs) affect 3% to 20% of preg- 
nant women. During pregnancy, anatomic changes in 
the urinary tract predispose women to infections. The 
growing uterus compresses both ureters, which de- 
crease the flow to the bladder, thereby causing urinary 
stasis. The incidence of glycosuria (glucose in the 
urine) is increased, which favors bacterial growth 
and development of UTIs, Progesterone relaxes the 
bladder muscle, causing delayed emptying and uri- 
mary stasis. The organism most commonly found in 
UTIs during у is Escherichia coli because the 
urinary meatus is near the rectum in women. 

Three clinical types of UTI during pregnancy are 
asymptomatic infection, bladder infection (cystitis), 
and kidney infection (pyelonephritis). Some asymp- 
tomatic women with a UTI may develop pyelonephri- 
tis. A laboratory examination of the urine may show 
bacteriuria, pyuria, and hematuria. The symptoms 
and signs of UTI vary with the site and degree of 
infection. The significant symptoms are dysuria, 
increased frequency of urination, urgency, and 


* Бодап the matod of obtaining a dleen-caten, 
Specimen, 


+ лато ine woman to coarse har penne are from fron 
ора iod pde Sorbw ioo wi Escherichia 


* Explain to the woman the predisposing causes of urinary 
tract infection [UTI] during pregnancy and how to 


recognize symptoms. 
* Encourage an increase In fud intake to decrease risk of 
текемин in d ai 


Importance of 
тауну mediation chegues to көөр tio leves 


‘stable, 
* Instruct the woman to Көөр ail appointments with the 
clinic or physician. 


hematuria. Backache, elevated temperature, and ten- 
derness over the kidney area occur with pyelonephri- 
tis. Septic shock and death, though rare, can occur 
with severe kidney infections. Teaching the impor- 
lance of adequate hydration, perineal hygiene, 
prompt voiding, and signs of UTI is essential to the 
саге plan (Box 13-6). 


Bacteriuria 
All pregnant women should have а urine culture no 
later than 35 to 37 weeks’ gestation for group В 
beta-hemolytic streptococci (GBS), A positive GBS 
culture from a clean-catch midstream urine specimen 
requires prompt treatment with oral antibiotics to 
prevent UTI and decrease the risk for neonatal 
infection, 


Assessment and Management 
The woman should be asked at each prenatal visit 
whether she has any signs or symptoms of UTI, If 
symptoms are present, а clean-catch urine specimen 
for microanalysis, culture, and sensitivity tests should 
be ordered. The nurse instructs the woman on how to 
obtain the clean-catch specimen by first cleaning and 
drying the perineal area. Then the woman should hold 
her labia apart and collect the specimen midstream 
without touching the skin. The specimen is analyzed 
for bacteria count, after which a diagnosis is made. If 
diagnosis is positive, antibiotics are started; after the 
course is completed, a urine culture may be repeated 
to verify response to treatment. Women with positive 
GBS cultures are given antibiotics during the labor and 
delivery process. 
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Infections Known to Be Harmful to the Fetus 


‘Transmission of virus may be sexual or by body uds. 


ГЫ Preterm bir. IUGA, mental retardation, 
(CMY) (member of Transmission of CMV to fetus can occur at time of 


 deaíness, or blindness; no effective. 
the herpes group) vaginal delivery. treatment avatable. 
Diagnosis by isolation of vius from endocervical 
‘secretions. ELISA. complement fxation tosts. PI 
Group B beta- Organism is found n woman's rectum, vagna, cervix, GBS can be fatal for newborn; newborn can 
hemolytic toat, and salva. have early-onset GBS (within 12 hours attor 
dteotocoocus Woman is usualy asymptomatic, but newborn is- „WW 
ев) infected through contact with vaginal secretions at 


bith. Te me ne) Gasp ar 
Linked to preterm labor and infection. ерои, resoratory distress, apnea, 


(АРА) test, Can be passed through placenta 10 
letus, 


Untreated cases can cause abortion, stilbrth: 
penicilin is treatment of choice. 


1 — “e, 


Some Antibiotics Are Contraindicated in Pregnancy —! 3 ке» Керер and — 15 "ор 
en anê партнери - are usually the cause of bacterial vaginosis (BV). BV i 
nancy. but sufonamides. .. лом. sociated with preterm pregnancy, premature rur 
Cleves, Reethuts, Berry, Hobos, & Hu, 2009), ture of the membranes, and postpartum infection: 


Symptoms include a thin grey vaginal discharge wit 
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à foul fishy odor. Oral metronidazole or clindamycin is 
the drug of choice to treat BV. 


The use of illegal drugs, tobacco, and alcohol during 
pregnancy can seriously affect fetal development 
and pregnancy outcome. The newbom is at greatest risk 
during the first trimester; however, these substances can 
be damaging to the fetus throughout the pregnancy 
(Table 13-7). Substances taken intravenously or intrana- 
sally are most likely to cross the placental barrier, and a 
lifestyle that includes substance abuse by the mother 
is often associated with poor nutrition and poor prena- 
tal care, which also affect pregnancy outcome. Nurses 
must be alert to history or physical signs of substance 
abuse to ensure a positive pregnancy outcome, 


Motor vehicle accidents are the most common cause 
of trauma during pregnancy, Blunt trauma to the ab- 
domen can cause abruptio placentae and fetal death. 


Falls sometimes occur in late pregnancy when balance 
is altered and the abdomen protrudes, In minor inju- 
ries, the fetus is protected by the bony pelvis; muscle 
layers of the abdomen and uterus; and the amniotic 
fluid, which distributes the force of the blow equally 
in all directions. Serious blunt trauma or penetrating 
wounds can cause shock, preterm labor, or spontane- 
ous abortion. Prevention of injury can be accom- 
plished by patient education concerning fall 
prevention, posture, shoes, and the proper wearing 
of seatbelts when riding in a car (see Chapter 10). In 
case of severe injury, the ABCs (airway, breathing, cir- 
culation) of general life support of the mother are а 
priority. The pregnant woman should be positioned 
on the left side to prevent vena caval hypotension syn- 
drome. Oxygen is administered, and the fetal heart 
rate is monitored, If the uterus is damaged, it may 
be repaired or a cesarean birth may be indicated. 
Monitoring for at least 24 hours is indicated when ma- 
jor trauma occurs. Normal changes associated with 
pregnancy will alter assessments of the woman (Crid- 
dle, 2009) (Box 13-7), 
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BIOTERRORISM EXPOSURE AND PREGNANCY 


Pregnancy may alter the metabolism and elimination. 
of drugs. Pregnancy must be evaluated ín relation to 
the gestational age of the fetus. The effects of emerging 
bioterrorist infections during pregnancy may Бе differ- 
ent than in the nonpregnant woman. 

creases the susceptibility to infectious disease, ad 
the death risk is also increased. Delayed gastric empty- 
ing and decreased gastrointestinal motility that nor- 
mally occur during pregnancy influence absorption 
of oral medication. A decrease in gastric acid secretion 
during pregnancy may also affect absorption of oral 
medications, The increased cardiac output that 
normally occurs during pregnancy may increase 
absorption of intramuscular medications, whereas de- 
creased blood flow in lower extremities during the 
third trimester can decrease absorption in these areas, 
kat soluble drugs may distribute faster in the pregnant 
woman, but concentration of proteins available for 
binding may result in higher than normal free, 
unbound drug in the circulating blood. The liver is 
responsible for most drug metabolism, and enzyme 
activity is decreased in pregnancy. These factors 


The Influence of Pregnancy on Trauma. 
and Assessment. 


*» DXaplucement oí the bladder, splaan, and bowel by Ine. 
enlarged uterus causes them to be at increased risk 
for тиры, 

* In the third vimenter, stretching of the peritonaum makes: 

(rebound tenaemess) dificult 


‘cannot be used ав a sensitive indicator of respiratory 


datréas. 
* Displacement of daphagm ana reduced lung residual. 
capacity normal in pregnancy increases risk for hypoxia 
* Peripheral vasodilation is normal in pregnancy and may. 
mask early axtermal signs of shock, 


indicate that the safe dose of medications given to а 
nonpregnant woman may not be safe for a woman 
who is pregnant. 

The pregnant woman's immune is thought 
tobe similar to that of the nonpregnant woman. in bio- 
terrorism emergencies, protecting the life of the mother 
is the priority. When a life-threatening risk is associ- 
ated with a bioterrorism agent, a vaccine may be 
advised regardless of the pregnancy status (Cono, 
Старо, Jamieson, & Rasmussen, 2006). The risk of a 
specific vaceine must be weighed against the tisk for 
the illness and death from the infectious exposure. 
Close fetal monitoring is required until the woman 
has recovered from the exposure. 

The changes in the immune system of the pregnant 
woman that occur in order to enable her body to 
tolerate the "foreign substance" of the fetus make 
her more susceptible to some infectious diseases 
and to respond with a more severe type of illness 
than the nonpregnant woman. All drug books con- 
tain information concerning standardized classifica- 
tion of drug safety during pregnancy, ranging from 
А (no demonstrated fetal risk) to D (evidence of fetal 
risk, but benefit may outweigh the risk) and X (use 
in pregnant women is contraindicated). The U.S. 
Food and Drug Administration classification for 
bioterrorism medical countermeasures is listed in 
Table 13-8. 


LOSS OF EXPECTED BIRTH EXPERIENCE __ 


Couples rarely anticipate problems when they begin a 
pregnancy. Most have specific expectations about how 
their pregnancy, particularly the birth, will proceed. A 
high-risk pregnancy may result in the loss of their 
expected experience. If the loss is during early preg- 
nancy, they may be unable to attend childbirth 
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preparation classes or to have a vaginal birth. Perinatal 
Joss shatters the hopes of human life and severs a 
unique attachment between mother and fetus. Parents 
exhibit mourning behaviors associated with the vari- 
ous stages of the grieving process, As they work with 
the parents, health care providers must address as- 
pects of the grieving process. 


PREGNANCY LOSS: GRIEF AND BEREAVEMENT 


The incidence of perinatal loss after 20 weeks’ gesta- 
tion in the United States is 6.8 per 1000 total births, with 
50% occurring before 28 weeks’ gestation (CDC, 2009), 
The cause can be physiologic; maladaptation, such as 
eclampsia or placenta previa; birth defects; or exposure 
to teratogens during pregnancy. Contributing to these 
figures is perinatal loss due to procedures such as 
assisted reproductive technology, amniocentesis, 
infections, and paternal exposure to teratogenic 
pesticides, 

‘The release of thromboplastin from the dend fetus 
triggers the maternal clotting mechanisms. Maternal fi 
brinogen levels tall, and the risk of developing DIC in- 
creases, An abdominal X-ray film will reveal the 
Spalding’s sign (overriding of fetal cranial bones), 
and fetal heart tones are absent. Induction of labor is 
typically started. Fetal and placental studies may be 
done after delivery to determine the couse of the fetal 
Joss and to provide information and parent counseling, 

Because of the dependency of the growing fetus and 
the newborn on the parents, a unique attachment is 
created, The parents begin to focus their hopes and 
dreams on the fetus and, at birth, the newborn. When 
the fetus or newborn dies, the hopes and dreams are 
shattered, The terms grief and mourning are often used 
interchangeably, The types of perinatal loss include 
abortion (miscarriage), fetal and neonatal death, 
sudden infant death syndrome (SIDS), and fetal 
anomalies, 

Acceptance of the loss is difficult for many people. 
Parents may feel devastated and feel an intense emo- 
tional trauma, The behaviors that » couple exhibit 
while mourning may be associated with the various 
stages of grieving. Often the first stage is denial. Many 
are in shock and denial, and their behavior is character- 
ized by numbness and impaired decision-making abil- 
ity, rather than intense feelings about their loss. The 
second stage is anger. Parents begin to look for an- 
swers and often talk about the events that led up to 
and occurred during the time of death. They may pro- 
ject their anger on significant others or оп health care 
providers and may have feelings of guilt. Behavior is 
characterized as intermittent crying, loss of appetite, 
and insomnia. Bargaining, the third stage, depends 
ton the couple’s preparation for the death of the fetus. 
They may express their feelings by statements such 
as; "1 wish Т could change what I did, and maybe it 


would not have happened.” Behavior may be charac- 
terized by disorganization or wishing things were dif- 
ferent. The fourth stage is depression. With the loss of 
а fetus, it may appear in 24 to 48 hours, Parents may 
feel fatigued, withdraw from their relatives and 
friends, and feel powerless. Behavior is characterized 
by verbalization of sad memories. By talking through 
their feelings, they begin to face the reality of the loss 
and begin to integrate it into their lives. In the fifth 
stage, acceptance, parents may begin to accept the re- 
ality of the loss and begin to participate in daily routine 
activities. Parents need to be asked whether they want 
health care providers to call clergy to assist them 
through the pain of the loss. Referral to community 
support groups may be helpful (Nursing Care 
Plan 13-2). 

Some facilities have a checklist to make sure health 
care providers address important aspects of grieving 
as they work with the parents. The checklist might 
include: 

* Allow the woman and het partner to remain to- 
gether as much as they wish. Provide a private 
тоот if possible. 

* Allow the couple to show their emotions freely 
and accept their crying and depression. 

* Developa plan to allow the same nurse to care for 
the woman to increase support for her and her 
family. 

* Let the woman decide whether she wants 
sedation 

* Lot the woman decide whether she prefers to be 
in another unit. If in the same unit, assign her à 
room away ftom the new mothers with bables. 

* Offer a memento, such as a card with footprints, 
crib card, identification band, or possibly a lock of 
hair (Figure 13-7), 

* Give the couple an opportunity to see and hold 
the stillborn if they choose. Prepare the couple 
forthe appearance of the baby. Be truthful in your 
descriptions, such as “The baby is blue." 


— 


FIGURE 13-7 This "memory W includes a pietura cf tha песок 
(thing, cest cercate, footprints, bend aden tare, teta) monitor 
рио, end ultrasound pietura. 
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* Support the parents’ choice. Some parents will * Refer parents to а religious support group or, if 
want to dress the baby. they attend a particular church, ask whether they 

* Provide the couple with educational material. would like someone in that church tobe contacted. 

* Provide information about community support * Discuss further care of the baby, including their 
groups, including their telephone numbers. religious or cultural rituals. 


Scenario 
А woman is admitted at 18 weeks’ gestation and within a few hours delivers a fetus that does not survive. The woman asks 
What she has done wrong to cause this loss 


Selected Nursing Diagnosis 


Grieving related to loss of anticipated infant 
Expected Outcomes Nursing interventions Rationales 
Patient and family will express Promote expression of grief by providing Grief is an individual process and people 
pref o significant otters. privacy, eliminating time eee pese icit altered way dues 
allowing support persons of choice 0 measures encourage woman and 
Visit and recognizing individualized family to express grief and begin 


grief expressions and cultural norms, resolving it. 
Patient and family will complete Use the four sage of grief and elated Knowledge of normal stages of grieving 


wach stage of the behaviors as а basis for nursing. helps the nurse identify м 
proces itin ida interventions: ogress normally or whether any 
Time frames. је 1: shock and disbelief at loss; 4 member has dysfunctional 
characterized by numbness, apathy, ре ing. help the nurse better 
impaired . making ret patient’s behavior; for 
Stage 2: seeking answers for why loss example, blame de a normal part 
ha ; characterized by crying, of grieving and is not necessarily 
tears, guilt, loss of appetite, insomnia, directed at the nurse or caregivers: 
Blame placing allows the nurse to reassure the patient 
ED nrg cheated by Ва lay ae normal wii 
of purposelessness ar laise;  diminishis intensit 
qmd resumption of normal actives feelings. » W 
tage 4; reorganization; characterized by 
sad memories, but daily functioning 
retums 
Use open communication techniques Presence, empathy, and open 
suchas: 6 omnino encourage the Бу to 
Quiet presence express feelings about the loss, which is 
Expression of sympathy ("Tm sorry this the first step in resolving them, Refer as 
appened.^) needed to community agency ог 
Open-ended statements ("This mustbe "olfidisciplinary health care team, 
really sad for you") 
Reflection of patient's expressed feelings 
("You feel guilty because you didn't 
stay in bed constantly?) 
Reinforce: tic bythe health Grieving le often do not hear or 
care or others feg, what the understand explanations the first 
problem was, why it occurred) use time they are given because their 
simple language. concentration is impaired. 
Critical Thinking Questions 
1, What steps should you, as a nurse, take to assist the woman in dealing with the loss of pregnancy? 
2. How should you formulate questions to foster communication with the patient? 


* The causos of bleeding in early pregnancy include 
abortion. ectopic pregnancy. and hydatidiform mole. Later 
In pregnancy, two major causes of bleeding are placenta 
previa and abruptio placentae. 

+ Ectopic pregnancy; an abnormal implantation of the 
fertilized ovum outside of the uterine cavity, can be fatal to 
the woman without prompt management. Implantation 
usually occurs in the fallopian tube, and tubal rupture and 
hemorrhage can occur. With a transvaginal ultrasound 
probe, detection of ectopic pregnancy can be made earlier 
ала with accuracy, thereby preventing a fatal hemorrhage. 

* Two main dangers of placenta previa are hemorrhage for 
the mother and prematurity for the fetus. 

* Placenta previa should be suspected In the last half of 
pregnancy when there is painles bleeding, which may be 
intermittent or in gushes. Manual vaginal examination is 
contraindicated in bleeding of late pregnancy. 

* Abruptio placentae is premature separation of the normal 
placenta and can be partial or total, Classic symptoms of 
the disorder are dark red vaginal bleeding, uterine rigidity, 
severe abdominal pain, and fetal distress, If the blood is 
trapped behind the placenta (concealed bleeding), it can 
‘make it difficult for the uterus to contract. Also, trapping ће 
blood may release thromboplastin into the maternal 
bloodstream and initiate DIC. 

* Rh incompatibility is an antigen-antibody sensitization. 
Rh-negative women can be exposed to fetal Rh-positive 
төй blood colts in many ways (e.g. through amniocentesis, 
‘abortion, and аз the placenta separates after birth). To 
protect against maternal formation of antibodies against 
Rh-positive fetal blood, RhoGAM is given, 

* GH іва multisystem disease. The major target organs. 
aro the cardiovascular system, Kidneys, and the 
uteroplacental bed. 

* The two cardinal signs of GH are hypertension and 
proteinuria. The definitiva treatment for GH, if the disease is 
worsening, is termination of the pregnancy (delivery of the. 
fetus) 

* During hospitalization, MgSO. is given to prevent seizures. 
In GH. The antidote, calcium gluconate, should be readily 
avaliable at the woman's bedside, 

* Methyldopa is the drug of choice to treat GH, ACE 
Inhibitors should be avoided, 

* The HELLP syndrome is manifested by Hernolysis, 
Elevated Liver enzymes (transaminase), and Low Platelet 
Count (thrombocytopenia). It is a variant of severe GH. 

* Thromboembalic disease places pregnancy at risk and 
сал endanger the woman's Ме. Physiologic changes that 
‘occur during pregnancy increase the risks, including 
venous distensibility, vena cava compression, and venous 
Stasis of the lower extremities. With slowing of blood flow, 
blood stasis occurs, and a clot may form and attach itself 
to a blood vessel; if the embolus breaks off and travels to 
the lungs, it can be Ие threatening unless treated promptly. 

* The hemodynamic changes that оссиг during pregnancy 
сап have a profound effect on the woman with heart 


disease. These changes (e. 
тау exceed the limited functional capacity of a damaged 
heart. Management includes additional rest, activity 
restriction, infection control, and diet modification. 

* MgSO), is the drug of choice to treat eclamptic 
convulsions. 

* Iron deficiency anemia is а common disorder of 

pregnancy, With the expansion of plasma volume and usa 

Of ron by the fetus, itis difficult or many women to replace 

iron by diet alone; therefore, ferrous sulfate is offen given 

as a dietary supplement during pregnancy. Vitamin C and 
zine should be taken to enhance the absorption of iron, 

Folic acid deficiency anemia may result from inadequate. 

tolic acid intake. Ройс acid deficiency increases the risk of 

neural tube defects; therefore, 0.4 mg of folic acid dally 
should be taken by all women of childbearing age. 

* Hyperemesis gravidarum occurs when excessive vomiting 

persists and causes serious dehydration, starvation, and 

electrolyte imbalance. Liqukis and solid food ara withheld 
unti tolerated, and intravenous infusions are administered. 

A woman who is previously known to have diabetes is 

classified as having pregestetional diabetes. When onset 

‘occurs or is first diagnosed during pregnancy, the woman 

ís classitied as having GOM. 

* Complications that commonly occur in the woman with 
pregestationa! diabetes include spontaneous abortion, 
infections, GH, macrosomia, hypoglycemia, and 
ketoacidosis. Glycemic control is critical to the well-being 
of the newborn 

* GDM becomes apparent due to the metabolic demands of 
pregnancy. 

* Insulin is used in treating diabetes in pregnancy when 
diat alone does not provide glucose control, Oral 
hypoglycemics are not used during the first trimester 
because they cross the placental barrier and can cause 
fetal anomalies, 

* Maternal infections, known as the TORCH infections, are 
those infections that can be harmful (teratogenic) to the 
‘embryo and fetus, These include toxoplasmosis, rubella, 
cytomegalovirus, and herpesvirus, 
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Education for a woman following diagnosis of gestational 
trophoblastic disease would include: (Select al that apply.) 
3. The hCG titers will be monitored for a year, 

2. Pregnancy can be attempted as soon as hCG levels 
begin to decrease, 

з. Subsequent pregnancies should be normal because 
there is a low risk of recurrence, 

4. Treatment begins with the evacuation of the mole by 
suction aspiration, 


2 A condition resulting from overstimulation of the normal 
coagulation process in which а coagulation defect 
prevents blood from clotting is: 


3 Eclampsia. 
4, Disseminated intravascular coagulation (DIC) 


3. A pregnant woman in the thinieth week of gestation is 
diagnosed with gestational hypertension (GH), Which 
statement made by the woman indicates a need for further. 
‘education regarding management of GH? 

1, "I should maintain an adequate diet and fluid intake,” 
2. wil remain on strict bed rest for the remainder of my 


pregnancy. 

3, “I must have a mode of transportation avaitable at all 
times." 

& "I should not restrict sodium." 

4. A pregnant woman with a cardiac history Is receiving 
‘anticoagulant therapy and has been instructed to restrict 
foods high in vitamin К. Which food should the nurse 
instruct the woman to restrict? 


5, The highest incidence of hyperemesis gravidarum occurs 
with: 


6. The goal of glucose monitoring in a woman with 
gestational diabetes is to maintain a ievel between: 
1. 60 and 80 mg/dl. 

2. 80 and 120 mg/dL 
3. 100 and 130 mg/dl. 
4, 120 and 140 mg/dl 


7. A pregnant woman is diagnosed with bacterial vaginosis 
(BV). The drug of choice to treat BV is: 
£ 
2. Amoxicillin 
3. Topical hydrocortisone 
4, Tetracycline 


В. Management of placenta previa depends on which 
characteristio(s)? (Select al that apply.) 
1. Matomal age 
2. Classification of previa 
3, Fetal heart rato 
4. Gestational аде of the fetus 
5. Maternal vital signs 


1. A woman has been diagnosed with mild GH, Her blood 
pressure is 140 mm Hg systolic and 90 mm Hg diastolic, 
urine showed 1 + protein, and ankie edema is present, 
What type of home conditions must she have to stay home 
and not be hospitalized? 


2 A woman is 8 weeks pregnant and has started to have 
vaginal bleeding. She has not had abdominal cramps 
апа has not passed tissue. She asks you if she has. 
lost her baby, What do you know about her clinical 
situation, including her symptoms, that will guide your 
answer? 


Objectives - 

1. Define key terms isted. 

2. Discuss four factors associated with preterm labor. 

3. Describe two major nursing assessments of a woman in 
preterm labor, 

^. Explain why tocolylc agents are used in preterm 
labor. 

ı5. Interpret tho term premature rupture of membranes. 

6, Identify two complications of premature rupture of 
membranes. 

7. Dillereniate between hypotonic and hypertonic uterine 
dysfunction. 

8, Name and describe the three different types of breech 
presentation, 

9. List two potential complications of а breech birth. 

10. Explain the term сорлаоремс disproportion (CPO), and 
discuss the nursing management of СРО. 

11, Define and identity rea common methods used to induce 
labor, 


Key Terms 

amnloinfusion (hn-nd-5-i-FÜ-zràn, p. 294) 

amniotomy den ge. Or. c. we. p. 290) 

‘augmentation of labor (avg. wen. Tl. shün. p. 289) 

Bishop score (p. 290) 

caput chignon («ap'ofshén yan, p. 292) 

cephalopelvic disproportion (СРО) (sêt-3-18-PÈL-vic 
dia-pró-PÓR-shün, р, 286) 

cesarean birth (sé-ZÀR-4-àn, р. 295) 

chorloamnlonitis f.. c. e. am ce c. Nc. ce. p. 284) 


» 284) 
episiotomy (&-pàz-8-OT-0-m&. p. 291) 
external version (p. 287) 

fem test (p. 284) 

forceps (р. 292) 

hydramnios (h-DRAN-né-0s, р, 293) 


12. Explain why an episiotomy is performed, and name two 
base types of episiotomies. 

13. Describe three types of lacerations that can occur during 
the birth process. 

14, Ust two indications for using forceps to deliver the fetus. 

15. Describe vacuum extraction. 

16. Defîne precipitate labor, and describe two nursing actions 
that should be taken to safeguard the baby. 

17, Review the most common cause of rupture of the uterus 
during labor. 

38. Describe umblical cord prolapse, and state wo associated 
potential complications, 

10. List three potential complications of multletal pregnancy, 

20. Discuss five indications for a cesarean bith, 

21, Describe the preoperative and postoperative care of û 
woman who is undergoing a cesarean birth, 

22. Discuss the rationale for vaginal bith after a prior cesarean 
birth. 


hypertonie uterine dysfunction (1t.per-TÓN- X Орап, 
p. 285) 

hypotonic uterine dystunction n e. roi He p. 285) 

induction of labor (0. 289) 

 multifetal pregnancy (mûl-16-FÊ-lûl, p. 294) 

Nitrazine paper test gf. ii. abo p. 284) 

oligohydramnios (p. 294) 

oxytocin (6ks-8-TO-sin. p. 290) 

precipitate labor pig. Sto. . t, p. 293) 

preterm labor (p. 260) 

prolapsed umbilical cord (PRÓ-lápst üm-Bll-i-kàl, p. 294) 

prostaglandin (PGE) gel (p. 200) 

tocolytic agents (t6-ko-LITk, p. 283) 

{rial of labor after cesarean (TOLAC) (p. 300) 

uterine rupture (p. 293) 

vaginal birth after cesarean (VBAC) (p. 300) 


Labor and birth usually progress with few problems. 
However, when complicatians occur during labor, they 
can have devastating effects on the maternal-fetal out- 
come. Health care providers must quickly and accurately 
identify the nature of the problems and intervene to re- 
duce or limit detrimental effects on the mother and new- 
bom. This chapter discusses high-risk intrapartum care. 
Nursing care is incorporated throughout the chapter. 


Preterm labor is defined as the onset of labor between 
20 and 37 weeks’ gestation. It occurs in approximately 
12% of pregnancies and accounts for most perinatal 
deaths not resulting from congenital anomalies, Pre- 
term labor and premature rupture of membranes are 
the two most common factors that lead to preterm. 


birth. Preterm birth has great significance for society 
because of the high rate of perinatal deaths and the 
excessive financial cost of caring for the preterm new- 
borns. One of the Healthy People 2020 (U.S. Department 
of Health and Human Services, 2010) goals is for 90% 
of all pregnant women to have prenatal care starting in 
the first trimester and to reduce preterm labor and 
delivery. Early prenatal care makes it possible for the 
woman to reduce or eliminate some risk factors that 
contribute to preterm labor. 


Risk Factors for Preterm Labor. 
„ History of preterm delivery 


* Floronectin in vaginal secrotions batwaon 22 and 37 weeks! 
gestation. 

* Akaine phosohatase levei greater than 90th percanta 

* Algha-tetoprotoin level greater than 9071 percentie 

* increased asirio level in urne after 32 weeks’ gestation 


The criteria far diagnosing preterm labor include: 
* Gestation between 20 and 37 weeks is considered 


preterm 
* Late preterm is between 34 and 36 completed 
weeks of gestation. 


* Decumented uterine contractions every 5 to 10 
minutes lasting for at least 30 seconds and persist- 
ing for more than 1 hour 

* Cervical dilation more than 25cm and 75% 
effaced 


ASSOCIATED FACTORS 


The exact cause of preterm labor is unclear; however, 
several risk factors are known. Because epidemiologic 
data have shown some risk factors tobe avoidable, there 
are some promising avenues for both prevention and 
treatment: Increased risk factors include poor prenatal 
care; infections, including periodontal (dental) le- 
tions; nutritional status; and sociodemographics (socio 
economic status, race, and lifestyle). Preterm labor, 
followed by preterm birth, has been associated with ma- 
ternal anemia; urinary tract infection; cigarette smoking; 
and use of alcohol, cocaine, and other substances, all of 
which are potentially avoidable risk factors. In addition, 
alterations in maternal vaginal flora by pathogenic 
organisms (e.g, Chlamydia or Trichomonas organisms, 
bacterial vaginosis) are associated with preterm labor. 
The risk of spontaneous preterm birth increases as the 
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length of the cervix decreases. The length of the cervix 
сап be measured by transvaginal ultrasound. 


SIGNS AND SYMPTOMS 
Clinical manifestations of preterm labor are more sub- 
Че than for term labor. Health care providers and 
pregnant women need to know the warning signs of 
preterm labor. The health care provider should be 
notified of the following signs or symptoms: 

* Uterine cramping (menstrual-like cramps) 

* Abdominal cramping (with or without nausea, 

vomiting, or diarrhea) 

* Any vaginal bleeding 

* Change in vaginal discharge 

* Vaginal or pelvic pressure 

+ Low back pain 

* Thigh pain (intermittent or persistent) 


ASSESSMENT AND MANAGEMENT 


Early prenatal care and education about prevention and. 
the warning signs of preterm labor are extremely impor- 
tant to prevent preterm birth. The nurse should review 
the signs and symptoms that place a woman at risk for 
preterm labor and emphasize the importance of reporte 
ing the signs for prompt care jn order to delay the new- 
borm's birth until the fetal lungs are mature enough for 
extrauterine life, Open communication between the 
woman, nurse, and other health team members is essen- 
tial for collaborative care and successful prevention of 
preterm births. Once the woman has been identified 
аза! high risk for preterm labor, the use of various strat- 
egies and more intense surveillance allows varlier iden- 
tification and intervention for preterm labor. 

When amniotic membrane integrity is lost, а 25 25 
in the amniotic fluid, called fibronectin, will be 
found in vaginal secretions. A vaginal swab for fetal 
fibronectin can help the physician decide which 
women should be treated most aggressively to stop 
preterm labor (Gabbe, Niebyl, & Simpson, 2007), 

Infection is associated with preterm births. Identifi- 
cation and eradication of offending microorganisms 
that cause inflammation in the lower reproductive 
tract lessen the inflammatory response and provide a 
healthier cervix, thereby decreasing the incidence of 
preterm labor. Antibiotics may be prescribed prophy- 
loctically for women at risk for preterm labor, with pre- 
mature rupture of the membranes, or with group B 
streptococcal cervical cultures. 

The physician may order uterine activity monitor- 
ing at home for women at risk for preterm labor. The 
monitor assesses contractions only; it does not assess 
fetal heart rate. In the delivery unit, the pediatrician 
should be present to assist in assessment and resusci- 
tation of the preterm newborn, and equipment and a 
working incubator for transportation to the neonatal 
intensive care unit (NICU) should also be available 
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Stopping Preterm Labor 

Goce the woman is admitted о the hospital and Ge d 
agnosis of preterm labor is made, management focuses 
on stopping the uterine activity contractions) before the 
cervix dilates beyond 3 cm, or “the point of no return.” 
The initial measures to stop preterm labor include iden- 
tifying and treating any infection, restricting activity, 
ensuring hydration, and using tocolyüc drugs 
(Table 14-1). The woman is placed on modified bed rest 
with bathroom privileges and is encouraged to main- 
tain a lateral position. Assessment of uterine activity 
by palpation provides valuable information. The nurse 
communicates with the woman to help reduce her 


Central nervous system. tremors, jtteríness, 
‘apprehension 


restlessness, 
Metabolic alterations: 
hypocalcemia 


55 respratory 


Fatal effects. may have constriction of ductus 
‘arteriosus эла decreased urinary output 
 Gecrensec unnary output їн associated with 


hypotension: use wth magnesium sulfate 
“сал cause serious hypotension and low 
calcium levels 


Tachycardia: monitor vital signs. 


‘Shortness of breath; may cause hyperglycemia. 


anxiety and concerns about fetal well-being and birth. 
Anxiety produces high levels of circulating catechol- 
amines, which may induce further uterine activity. 
Explaining the planned care and procedures can reduce 
the patient's fear of the unknown. Some drugs used as 
tocolytics may have an effect on carbohydrate metabo- 
lism and are used with caution in the diabetic patient 

Tocolytics should not be used in women who are 
hemorrhaging becouse vasodilation may increase 
bleeding. If signs of fetal distress are noted, tocolytics 
may not be used if adequate survival therapy is avail- 
able in the NICU. Tocolytics are usually not effective in 
а cervical dilation of 5 em or more. 


Approved by FDA but not in popular use. 

‘Side affects are dose related and more. 
prominent during increases in the infusion. 
fate than during maintenance therapy. 

EOG clenrance suggested; hypertension and 
uncontrolled diabetas melitus are 
contraindications, 


Adverse efects aro dose related, occurring at 
higher serum levels, FHR and maternal vital 
signs muat be monitored during labor and 
postpartum. 


Nt used aftor 32 weeks! gestation or for moro. 
thn 48:72 hours. Coserve for maternal 
bleeding and adverse FHR pattorns, 


“Monitor far hypotension ала increased serum. 
glucose levels in those With diabetes: 


Approved for investigational use and is widely 
used. Must not be used longer than 48 to 
72 hour (FDA 2011) 

"Given to accelerate production of surfactant, 
increase fetal lung maturity, and prevent 

тетютгаде 


‘because it can hasten jung maturity 
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The woman should be asked to report any vaginal 
discharge (color, consistency, and odor). Baseline 
maternal vital signs are important and may provide 
clues of infection. Tachycardia and elevation of. tem- 
perature can be early signs of amniotic fluid infection. 

Fetal surveillance includes external fetal monitor- 
ing: fetal tachycardia of more than 160 beats/minute 
may indicate infection or distress. Fetal movement 
and biophysical profile assessment with the nonstress 
test (NST) provide information about fetal well-being. 
Special fetal assessment tests can be performed, such 
as measuring lecithin/sphingomyelin (L/S) ratio to 
determine fetal lung maturity. 

Resting in the lateral position increases blood flow 
to the uterus and may decrease uterine activity. Strict 
bed rest may have some adverse side effects, which in- 
chide muscle atrophy, bone loss, changes in cardiac 
‘output, decreased gastric motility, and gastric reflux. 
in addition, bed rest may result in depression and anx- 
dety in the woman. 

Hydration is encouraged, and intravenous fluids 
are often administered to increase vascular volume 
‘ond prevent dehydration. The pituitary gland 
responds to dehydration by secreting antidiuretic hor- 
mone and oxytocin, Therefore, preventing dehydra- 
tion will prevent oxytocin from being released, A 
baseline admission complete blood count is useful 
for determining whether there has been a decrease in 
the hemoglobin and hematocrit levels. 

‘Use of tocolytie agants Is an additional measure un- 
dertaken to stop uterine activity. The goal of tocolytic 
therapy is to delay delivery until steroids can hasten 
lung maturity of the fetus. Several drugs can be used, 
but none is without side effects. The nurse must know 
the adverse effects of the drug given and monitor the 
woman for their possible appearance. [l-Adrenergic- 
agonist drugs such as terbutaline (Brethine) are often 
used as tocolytics, Terbutaline should not be used for 
longer than 48-72 hours and should not be used for 
home or maintenance therapy to prevent preterm 
labor. Terbutaline therapy may result in adverse effects 
to both the mother and fetus (FDA, 2011), Propranolol 
should be available to reverse adverse effects. Magne- 
sium sulfate is also an effective tocolytic, and calcium. 
gluconate 10% should be available to aid in reversing. 
any toxic effects. Nursing responsibilities with this drug 
include hourly monitoring of maternal vital signs and 
oxygen saturation. Indocin (indomethacin) is a prosta- 
glandin synthesis inhibitor that can be used asa tocolytic 
drug. Indocin can prolong materna! bleeding time, and 
the woman should be observed for unusual bruising. 
Fetal monitoring is essential when Indocin is used be- 
cause it may have adverse effects on the fetus if used 
for more than 48 hours. Calcium antagonists, such as 
nifedipine (Procardia), reduce smooth muscle contrac- 
tions of the uterus, and the woman must be monitored 
for hypotension (lams, Romero. & Creasy, 2009). 
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Chapter 13 discusses the nurse's role regarding as- 
sessment for magnesium sulfate toxicity. Intervention 
for magnesium sulfate administration is the same as 
when given to prevent seizures in gestational 
hypertension. 


Promotion of Fetal Lung Maturity 
Promotion of fetal lung maturity іе a goal in manage- 
ment because respiratory distress syndrome (RDS) is 
а common problem in preterm newborns. Respiratory 
distress can be reduced if steroids, such as betametha- 
sone or dexamethasone, are given to the mother at least 
24 to 48 hours before the birth of a newborn who is less 
than 34 weeks’ gestation. After birth, preterm new- 
boms are commonly treated prophylactically with sur- 
factant therapy to reduce the risk of RDS. 


NURSING CARE RELATED TO PHARMACOLOGIC 
THERAPY 


АП tocolytic therapies have maternal risks; therefore, 
continuous assessment for effects of the drugs is indi- 
cated during administration. Intravenous tocolytics 
are given according to the institution’s protocol. Accu- 
rate intake and output, bilateral breath sounds, 
changes in vital signs, and mental status are closely 
monitored to identify varly signs of fluid overload 
and pulmonary edema. If the woman is receiving 
(radrenergic-agonist drugs such as Terbutaline, a 
heart rate of 120 beats /minute or greater, or à decrease 
in blood pressure to less than 90/40 mm Hg, should be 
immediately reported to the health care provider. 
These findings may indicate profound hemodynamic 
changes, including decreased ventricular filling time, 
decreased cardiac output, and myocardial infarction 
may occur if the drug is not discontinued. A pulse o. 
meter and arterial blood gas results may be used to de- 
termine maternal oxygenation and acid-base balance, 
The woman may be placed in the Fowler's position 
and given oxygen as needed. Tocolytie therapy is dis- 
continued if the woman has chest pain or shortness of 
breath. When corticosteroids are given, the nurse must 
observe for fluid retention and pulmonary edema, In- 
domethacin can constrict the ductus arteriosus in the 
fetus and reduces amniotic fluid by reducing fetal kid- 
ney fonction. Careful fetal monitoring is essential. Side 
effects of magnesium sulfate include a feeling of 
warmth, headache, nausea, and lethargy. Nifedipine 
and magnesium sulfate cannot be used together be- 
cause low maternal caletum levels may occur, Proges- 
lerone therapy is under study for use as а tocolytic 
(ACOG, 2003). 


HOME CARE MANAGEMENT 

If the woman meets appropriate criteria, the primary 
health care provider may consider home care (see 
Chapter 18) There is evidence that using the home 
uterine activity monitor (HUAM) is effective in 
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decreasing preterm births in a select group of women. 
Detecting contractions or contraction frequency before 
cervical changes occur makes HUAM worthwhile. 


PREMATURE RUPTURE OF MEMBRANES 


Spontaneous rupture of the amniotic sac more than 
1 hour before onset of true labor is referred to as pre- 
mature rupture of membranes (PROMs). Rupture of 
the membranes before 37 weeks’ gestation is known 
as preterm premature rupture of the membranes 
(PPROMs). The exact cause is unknown, but there 
are several risk factors. 

Infection for both the mother and the fetus is the ma- 
jor risk; when membranes are ruptured, microorgan- 
isms from the vagina can ascend into the amniotic 
sac, Compression of the umbilical cord can occur as 
а result of the loss of amniotic fluid, Prolapse of the 
cord can also occur, which results in fetal distress. Ве- 
cause amniotic fluid is slightly alkaline, confirmation 
that the vaginal fluid is amniotic fluid can be obtained 
by a Nitrazine paper test, which it will turn blue-green 
оп contact with amniotic fluid (Skill 14-1). Examination 
of the fluid under a microscope (fern test) will also 
show а ferning pattern as the fluid dries. 


MANAGEMENT 


Treatment depends on the duration of gestation and 
Whether evidence of infection or fetal or maternal com- 
promise is present, For many women near term, PROM 
signifies the imminent onset of true labor, If pregnancy 
is at or near term and the cervix is soft and with some 
dilation and effacement, then augmentation of labor 
may be started a few hours after rupture, If the woman 
is not at term, the risk of infection or preterm birth is 
weighed against the risks of an induction by oxytocin 
оға cesarean birth (Nursing Care Plan 14-1 on p. 300) 

Infection of the amniotic sac, called chorioamnionitis, 
may be caused by prematurely ruptured membranes 
because the barrier to the uterine cavity is broken. 


Testing for the Presence 


Vas 


‘The risk of infection increases if the membranes have 
been ruptured for more than 18 hours. 

Management will likely consist of bed rest with 
bathroom privileges and observation for infection, 
NST, and daily assessment for fetal compromise. Anti- 
biotics are given to reduce infection and steroids to 
hasten fetal lung development (Table 14-2). 

‘The woman may remain in the hospital until birth: 
however, if there is no sign of infection or fetal compro- 
mise, she may return home and self-monitor. Prepara- 
tion for nursing management includes: 

* Documenting vital signs daily and reporting any 

temperature greater than 38° C (1004* F) 

* Providing sterile equipment for 

examinations. 

* Reporting uterine contractions. 

* Reporting any vaginal discharge or bleeding. 

* Having the woman remain on bed rest in a lateral 

position (with bathroom privileges) 

* Ins the woman to document fetal activity 
(daily kick counts) and report fewer than 10 kicks. 
in a 12-hour period 
Explaining activity restrictions 
* Explaining the need to abstain from sexual inter- 
course and orgasm 
Telling the woman lo avoid breast stimulation, 
which can cause release of oxytocin and initiate 
uterine contraction 
* Assessing psychosocial concerns. 


vaginal 


DYSTOCIA 


Dystocia, also known as dysfunctional labor, s a difficult. 
ог abnormal labor. It primarily results from one of the 
following problems (Table 14-3): 
Powers: abnormal uterine activity (ineffective uter- 
ine contractions) 
Passageway: abnormal pelvic size or shape and other 
conditions that interfere with descent of ће present- 
ing part (such as tumors or soft tissue resistance) 


tic Fluid (Nitrazine Paper Test 


if @ EY 


PURPOSE 
To determine if “bag of waters” (amniotic sac) is 
ruptured, 


‘Steps 
1, Place piece of Nitrazine paper into fluid from 
vagina. 


2. A blue-green or deep blue color of the Nitrazine 
paper indicates fluid is alkaline and most likely 
amniotic fluid. 

3. A yellow to yellow-green color of the strip of paper 
indicates fluid is acidic and is most likely urine, 


5. Document presence of bloody show, which may 
alter accuracy of results. 
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Passenger: abnormal fetal size or presentation (ex- 
cessive size or less than optimum position) 
Psyche: past experiences, culture, preparation, and 
‘support system 
Dystocia is suspected when the rate of cervical dila- 
tion or fetal descent is not progressing normally or uter- 
Ine contractions are ineffective. A prolonged labor, with 
potential injury to the fetus, may result, Electronic fetal 
monitoring (EFM) is used to assess uterine contractions 
and fetal well-being, Nursing assessment of the intensity, 
ind duration of contractions is important. 
Dystocia can be associated with problems such as 
maternal dehydration, exhaustion, increased risk of in- 
fection, and fetal distress. Change ih maternal vital 
signs, such as elevation of temperature or rise in pulse 
rate, should be reported. Comfort measures should be 
implemented by nursing personnel, and the woman 
and significant other should be kept informed about 
the progress of labor. 


POWERS 

Abnormal Uterine Contractions: 

‘Dysfunctional labor can result from abnormal uterine 
contractions that prevent normal progress of cervical 
dilation, effacement, and descent of the presenting part. 
i can be further described as being primary (hypertonic 
dysfunction) or secondary (hypotonic dysfunction). 


Hypotonic Dysfunction 

‘Hypotonic uterine dysfunction (secondary uterine iner- 
tia) occurs with abnormally slow progress after the 
labor has been established (Table 14-4). The uterine 
contractions become weak and inefficient and may 


even stop. The contractions are fewer than two or three 
in а 10-minute period and usually are not strong 
enough to cause the cervix to dilate beyond 4cm, 
and the fundus does not feel firm at the height (or 
асте) of the contraction. Consequently, labor fails ta 
progress. A prolonged labor сал occur, which can in- 
crease the risk of intrauterine infection, placing both 
the mother and newborn at risk. 

Hypotonic contractions occur as a result of felopel- 
vie disproportion, fetal malposition, overstretching of 
the uterus caused by a large newborn, multifetal gesta- 
on, or excessive maternal anxiety. The woman with 
hypotonic contractions can become exhausted and 
dehydrated. Medical management includes ruling 
out cephalopelvic disproportion (CPD) by ultrasound. 
ICPD is not the problem, augmentation by oxytocin is 
often started, The use of epidural analgesia and other 
regional anesthesia may reduce the effectiveness of the 
woman's voluntary pushing efforts. Encouraging posi- 
tion changes and coaching can be helpful. 


Hypertonic Uterine Dysfunction 
Hypertonie uterine dysfunction refers to a labor with шег- 
ine contractions of poor quality that are painful, are out 
of proportion to their intensity, do not cause cervical di. 
lation or effacement, and are usually uncoordinated and 
frequent (see Table 14-4). This is more common with a 
first pregnancy or an anxious woman who has intense 
pain and lack of labor progression, The latent period 
of labor is prolonged, which increases her exhaustion 
and anxiety. Often there is not adequate relaxation of 
muscle tone between contractions, which causes the 
woman to complain of constant cramps and results in 
ischemia or reduced blood flow to the fetus, 
‘Management of hypertonic uterine dysfunction is 
rest, which is achieved by analgesia to reduce pain and 
encourage sleep. An intravenous infusion is frequently 
administered to maintain hydration and electrolyte bal- 
ance. Often women awaken with normal contractions. 


PASSAGEWAY 
Abnormal Pelvis Size or Shape 

Contractures of the pelvic diameters reduce the 
capacity of the bony pelvis, including the inlet, midpel- 
vis, outlet, or any combination of these planes. 
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Pelvic contractures may be caused by congenital mal- 
formations, rickets, maternal malnutrition, tumors, 
and previous pelvic fractures. 

Inlet contractures occur when the diagonal conju- 
gate is shortened (less than 11.5 cm [4.5 inches), Ab- 
normal presentations, such as face and shoulder 
presentations, increase this problem. Midplane con- 
tractures are the most common cause of pelvic dysto- 
cla, Fetal descent is arrested (stops), and a cesarean 
birth is commonly done. Outlet contracture exists 
when the pubic arch is narrow. If uterine contractions 
continue when the passageway is obstructed, uterine 
rupture can occur, placing both the mother and fetus 
at risk. A common minor obstruction of the passage- 
way is a distended bladder. Catheterization may be 
needed if the woman cannot void. 

Sear tissue on the cervix from previous infections or 
surgery may not readily yield to labor forces to efface 
and dilate. A cesarean birth may be indicated when an 
abnormality of the passageway prolongs or impedes 
the progress of labor. 

PASSENGER 

Cephalopelvic Disproportion 

Cephalopelvic disproportion (CPO) is a condition in 
which the presenting part of the fetus (usually the head) 
is too large to pass through the woman's pelvis. Because 
of the disproportion, it becomes physically impossible 
for the fetus to be delivered vaginally, and cesarean 
birth is necessary. CPD is suspected when the new- 
born's head does not continue to descend even though 
the woman is having strong uterine contractions. Exces- 
sive fetal size may be associated with diabetes mellitus, 
multiparity, and genetics (one or both parents of large 
size). ^ large newborn (macrosomia) can cause diffi- 
culty in birth of the shoulders (shoulder dystocia). 


А modified position can aid in delivery (Figure 14-1), 
Maternal complications that can occur are exhaustion, 
hemorrhage, and infection. Birth trauma and anoxia 
are complications for the fetus. 


Abnormal Fetal Presentation 

А malpresentation refers to any presentation of the 
fetus other than the vertex presentation, in which the 
lop of the head emerges first. Malpresentation may 
prolong labor and make it more uncomfortable for 
the woman. 


FIGURE 14-1 McRoberts maneuver to relieve shoulder dystocia. 
The warren flexes her thighs sherchy against һе abdomen to straighter 
the ceh curve. А коза postion has a mia ese! ard ас gravity t. 
pung otters 


+ Breech Presentation. Breech presentations are often 
associated with preterm birth, multiple gestation, 
congenital anomalies, placenta previa, and multipar- 
ity. Breech is the most common example of malpre- 
sentation. It occurs in approximately 3% to 4% of all 
births. During labor, the fetal descent is slow because 
the breech is a less effective dilating wedge than the 
fetal head. The buttocks, legs, and feet are softer than 
the head and therefore exert less pressure on the cer- 
vix. Cord prolapse occurs more often during breech 
birth and increases the risk of birth trauma because 
the buttocks (presenting part) are smaller than the 
head and do not fit as tightly into the pelvis, The risk 
of postpartum hemorrhage is also increased. The 
three basic types of breech presentation are shown 
in Figure 14-2. Alternatives to vaginal birth of the 
fetus in breech presentation are external cephalic 
version (FCV) or a cesarean birth, in which the fetus 
is delivered abdominally. The woman should be fully 
informed of her options and the risks involved 
in each. 

The presence of meconium in the amniotic fluid 
in breech presentations is not necessarily a sign of 
fetal distress but results from pressure on the fetal 
abdominal wall and buttocks. Fetal heart tones are 
best heard at or above the maternal umbilicus. 
Forceps are sometimes used to deliver the after- 
coming fetal head. In a breech delivery, when the 
lower body is born, the umbilical cord extends above 
the fetal head and is at risk of compression as the 
head passes through the bony vaginal canal. Birth 
оѓ the head must occur quickly to avoid hypoxia. 
The mechanism of labor in a breech presentation is 
shown in Figure 14-3, 


Frank breech 
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Face and Brow Presentation. In а face or brow pre- 
sentation, the diameter of the presenting part is larger 
than in a vertex or occiput presentation. It is a less 
effective dilating wedge than the top of the fetal 
head. The safest means of delivery of the baby in the 
posterior face position is a cesarean birth. A forceps 
delivery may be done, but fetal hypoxia and injury 
аге always risks. 


Persistent Occiput Posterior Position. Persistent 
‘occiput posterior positions occur when the back of 
the fetal head (the occiput) enters the maternal 
pelvis and is directed toward the back (posterior) 
of the maternal pelvis instead of toward the front 
(anterior), When this position occurs, labor is usually 
prolonged because, in the process of internal 
rotation, the head must rotate further. A maternal 
hands-and-knees position may help the fetus 
rotate from а posterior to an anterior position 
(Figure 14-4). A squatting position helps straighten 
the pelvic curve and aids in rotation. Sometimes 
the woman is asked to push while lying on her side, 
which may help the fetus rotate to am anterior 
position, If the occiput remains posterior, the baby 
is born with the face upward. The woman usually 
has a great deal of back discomfort because the 
baby’s head presses against her sacrum during 
rotation, Sacral counter pressure and back rubs are 
appreciated by the woman during labor. 


External Version 

External version is changing the fetal presentation after 
37 weeks’ gestation, usually from breech or transverse 
lie to cephalic presentation, Successful external version 


TY 


Full (complete) breech 


‘Single footling breech 


FIGURE 14-2 Types of bresc ls 
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FIGURE 14-3 Mechanism of labor in a breech presentation. A. Tho buttocks resch Ine perceum Flexion of the fata head ie mantaned. B. 
Traction to tno fetal knee orabies delivery ofthe lag. С, Tha fatal рем rotates as tha second lag s delvered. D, Ав the scapula appears under tha 
symp^ysis pubis, the arm is delivered. E, Gentle rotation of ne shoulders facies delivery af tne other атт. F, The Intus is quickly wrapped in a towel 
for coe and sighth elevated. The fetal airway becomes visible at the perineum, and the haad is денег by been 


FIGURE 14-4 А палов-ало-жгева postion assats Ina fetus in % 
Yam et осор бойлу lo let put anterior poston 


can reduce a woman's chance of having a cesarean 
birth. The risks of an external version are a prolapsed 
umbilical cord and abruptio placentae, Contraindica- 
tions are uterine malformations, previous cesarean 
birth, disproportion between fetal size and maternal 
pelvic size, placenta previa, multifetal gestation, and 
uteroplacental insufficiency. 

Ultrasound guides fetal manipulations during the 
external version. Most physicians give the woman a 
focolytic drug to relax the uterus. After the uterus is re 
axed, the physician presses on the abdomen to gently 
push the breech out of the pelvis and toward the 
mother's side, The fetal head is pushed downward 
and to the apposite side. The tocolytic drug is stopped. 
after the version is completed, Fetal heart rate and con- 
tractions are monitored, and the woman is taught to re- 
port signs of labor that may occur. 

Maternal version is usually an emergency proce- 
dure that occurs in the delivery room. Most commonly, 
it is performed during the vaginal birth of twins to 
change the fetal presentation of the second twin. 


CAM Therapy 

‘Complementary and alternative medical (CAM) thera- 
pies may play a role in versions. In traditional Chinese 
medicine, the herb mugwort is used in a therapy, 
called moxibustion. Incense cones of the prepared herb 
are placed in the outer comer of the fifth toenail (a me- 
dian point of the body) and allowed to burn near the 
skin, The heat and odor are believed to increase fetal 
activity that promotes a breech version (Neri, Airola, 
Contu, et aL, 2004). See Chapter 21 for further discus- 
sion of CAM therapies. 

PSYCHE 

Psychological factors have a strong effect on the pro- 
gress of labor. The woman's perceived fears of pain, 
lack of support, embarrassment, or violation of reli- 
gious rituals can cause the body to respond to the 
stress in ways that inhibit the progress of labor. Secre- 
tions of epinephrine as a response to stress inhibit 
contractions and divert blood away from the uterus 
to the skeletal muscle. Tense muscles result in less 
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effective uterine contractions and a higher perception 
of pain, Glucose used in the stress response reduces 
the energy supply available to the labor process. The 
nursing goal is to help the woman relax by adjusting 
the environment for maximum comfort and cleanli- 
ness, establishing a trusting relationship with the 
mother and family, guiding the support person, and 
using pharmacologic and nonpharmacologic methods 
of pain management, 


INDUCTION OF LABOR AND AUGMENTATION 


‘Induction of labor refers to measures to initiate uterine 
contractions before they spontaneously begin. Labor 
is usually induced because the benefits of terminating 
the pregnancy outweigh the benefits of continuing 
the pregnancy for mother or fetus, Augmentation of 
labor is the use of an охукосіс drug after spontaneous 
but ineffective labor has begun. The woman and part- 
ner should be fully informed of risks and benefits of 
these procedures. 


REASONS FOR INDUCTION. 
Induction of labor is often performed because the delay 
of delivery would place the woman or fetus at signifi- 
cant risk, Maternal indications for induction include 
infection (chorioamaionitis), PROM, and worsening 
medical disorders (e.g, gestational hypertension, dia- 
betes mellitus type 1, or chronic hypertension). Fetal 
indications include intrauterine growth restriction, 
postterm newborn, and fetal demise. Elective induc- 
tion for convenience in planning child care, transporta- 
Чоп, and birth attendants is a growing trend. Induction 
of labor is contraindicated if the mother has active 
genital herpes, CPD, umbilical cord prolapse, placenta 
previa, or vertical incision of the uterus from a previ- 
‘ous cesarean birth, 


METHODS OF INDUCTION 


САМ Therapy 
CAM therapies (see Chapter 21) for inducing labor 
have become popular, and admission interviews 
should include asking the woman whether any prac- 
tices have been used. Midwives sometimes recom- 
mend the use of evening primrose oil (which 
converts to a prostaglandin compound), black haw, 
black cohosh. blue cohosh, or red raspberry leaves to 
induce labor (Tournaire & Theau-Yonneau, 2007), Their 
value in aiding cervical ripening or enhancing safe labor 
induction is still under investigation. Castor ой, hot 
baths, and enemas are not recommended and have no 
proven Value in labor induction. Sexual intercourse is 
commonly recommended to induce term labor in many 
cultures. The belief involves the release of oxytocin 
resulting from breast stimulation, the release of natural 
n from the semen, and the stimulation of 
uterine contractions that result from female orgasm all 
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contributing to labor induction. Acupuncture and trans- 
cutaneous electrical nerve stimulation (TENS) may stim- 
ulate release of natural prostaglandins and oxytocin, but 
their effectiveness as labor induction techniques is not 
supported by research data. 


Cervical Ripening 
Induction of labor will be more successful if the cervix 
is “ripe,” reducing the need for an emergency cesarean 
birth. Cervical ripening, or maturation, describes a se- 
ries of biochemical events that result in a soft, pliable 
cervix. The cervical ripening is evaluated by the Bishop 
scale (Table 14-5), The American College of Obstetri- 
cians and Gynecologists (ACOG) has recommended 
that a Bishop score of 6 or more is necessary to predict 
а successful outcome of labor induction (АСОС. 2007). 
Techniques of cervical ripening include nonpharmaco- 
logic and pharmacologic methods. 


Nonpharmacologic Methods. Nonpharmacologic 

methods of cervical ripening include: 

Stripping of membranes: The digital separation of 
the amniotic membranes from the lower uterine 
segment. The cervix must be dilated enough to al- 
low penetration to reach the membranes. Endog- 
enous prostaglandins are released that stimulate 


(AROM). Membranes are ruptured by piercing 
with an amniotic hook. The vertex must be en- 
gaged before this procedure is performed to 
prevent cord prolapse, The fetal heart rate should 
be monitored after an amniotomy, and the char- 
acter, odor, and color of the amniotic fluid should 
be documented 

Mechanical dilators: Dilators can be inserted into 
the cervix to progressively dilate the cervix and 
release endogenous prostaglandins. This process 
is uncomfortable for the woman and has been 
replaced by hygroscopic dilators. 

Hygroscopic dilators: Laminaria species, a type of des- 
dccated seaweed; Lamicel, a synthetic dilator con- 
taining magnesium sulfate in polyvinyl alcohol; 
or Dilapan (polyacrylonitrile) is inserted into the 
cervix, absorbs fluid from y tissues, 


and then expands to cause cervical dilation (Gabbe, 
Niebyl, & Simpson, 2007). The dilatoris usually left 
in place for 6 to 12 hours; the Bishop score is then 
reevaluated. Nursing responsibilities include doc- 
'umenting the number of dilators inserted, asses- 
sing. Бае retention, and monitoring fetal heart 
patterns and uterine contractions. 


Pharmacologic Methods. Prostaglandin (POEs) gel is 
applied to the cervix before induction to soften and 
thin (ripen) the cervix. PGE, gel may be administered 
through a catheter into the cervical canal or applied to 
a diaphragm that is placed next to the cervix, Oxytocin 
induction usually is not started for several hours to 
avoid uterine hyperstimulation, Side effects of РСЕ, 
which include vomiting, diarrhea, fever, and hyper- 
stimulation of the uterus, are not common but can oc- 
cur with gel application. The woman may be placed 
flat or ina modified Trendelenburg position for 30 mi- 
nutes to 1 hour after gel insertion to prevent leakage. 
Prostaglandin preparations include dinoprostone 
(Prepidil, Cervidil) and misoprostol (Cytotec), Miso- 
prostol is a prostaglandin (PGE,) analog approved 
lor use in gastric ulcers and is considered an "off label 
use” for cervical ripening because it is not FDA 
approved for this purpose. However, it continues to 
be used often with special guidelines but is contra- 
indicated for use in women who have had a previous 
cesarean section due to high risk of uterine hypersti- 
mulation (АСОС, 2006). Uterine contractions and fetal 
heart rate are monitored for at least 30 minutes after 
insertion, Women who have asthma, glaucoma, or re- 
nal or liver disease may not be candidates for this treat- 
ment. Cervical ripening procedures usually reduce the 
dose of oxytocin needed for induction of labor. Use ot 
these preparations should be in a setting where facili- 
ties for emergency cesarean section are immediately 
available (ACOG, 2007). 


Oxytocin Induction and Augmentation 

a hormone normally produced by the poste- 
rior pituitary gland, stimulates uterine contractions. 
Oxytocin (Pitocin) is used to induce the labor process 
or to augment lobor that is progressing slowly because 
of ineffective uterine contractions. 
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Before oxytocin administration is started, а vaginal 
examination is ved to assess cervical dilation 
and effacement, fetal presentation and position, and fe- 
tal descent. The woman's vital signs are assessed and 
recorded, and fetal well-being is evaluated. Continu- 
ous EFM is started before and is continued during 
the oxytocin infusion. 

‘Oxytocin has an antidiuretic effect that can decrease 
urinary output and cause water retention, Maternal 
water intoxication and fetal hyperbilirubinemia have 
been associated with prolonged oxytocin infusions. 
The nurse should be alert for signs of water intoxica- 
tion, including headache, nausea and vomiting, de- 
creased urinary output, hypertension, tachycardia, 
and cardiac dysthythmias, The most common adverse 
effects of oxytocin administration are uterine hyper- 
stimulation and reduced fetal oxygenation. Hyper- 
stimulation may lead to uteroplacental insufficiency, 
fetal compromise, uterine rupture, and a very rapid 
labor with potential uterine or cervical lacerations, 

Oxytocin (diluted in an intravenous solution) is 
administered by a controlled infusion pump. During 
the oxytocin intravenous infusion, the nurse should re- 
port any contractions lasting longer than 90 seconds, 
intervals between contractions less than 60 seconds, 
and nonreassuring fetal heart rates. Oxytocin should 

алатот e physician readily avail- 
able who is capable of performing an emergency cesar- 
ean birth; The nursing goals include assessing uterine 
activity, cervical dilation, and maternal-fetal response. 
The nurse assesses intake and output to prevent water 
intoxication. Oxytocin is discontinued immediately and the 
primary health care provider notified if uterine byperstimu- 
lation or nonreassuring fetal heart rate occurs. 

The health care provider explains the procedure to 
the woman and advises her that frequent evaluations 
Will be necessary. Nursing care includes frequent per- 
neal cleansing and linen changes to reduce the intro- 
duction of organisms and thus decrease the risk of 
infection and promote comfort. The side-lying position 
is recommended ta increase placental perfusion, The 
woman's vital signs should be taken and the external 
fetal monitor evaluated frequently. 

Nipple stimulation may be used to aid stimulation 
‘of labor (Chapter 5), Terbutaline should be available 
to stop labor induction if hyperstimulation of the 
uterus ог adverse fetal responses occur. Oxygen is ad- 
ministered by mask during induction, and the woman 
is closely monitored, Failure to dilate more than 2 cm 
ina hous period during active labor may be an Indie 
cation for cesarean bi 


Although episiotomies are used when indicated, every 
effort is made to retain an intact perineum and reduce 
perineal trauma. An episiotomy is a surgical incision 
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made into the perineum to permit easier passage of 
the fetus, It is indicated when lacerations of the peri- 
neum, vagina, or cervix might occur, It is performed 
to shorten the second stage of labor, relieve compres- 
sion on the fetal head, and facilitate breech and forceps 
births. Episiotomy is not routinely performed but 
should not be routinely avoided. Two types of episiot- 
omies are (1) the median (midline) episiotomy, which 
extends from the posterior fourchette of the vagina 
downward but not 10 the rectal sphincter; and (2) 
the mediolateral episiotomy, which is an incision 
made on an angle to the woman's right or left side 
(Figure 14-5), An episiotomy is thought to heal more 
satisfactorily than a laceration, A median episiotomy 
is considered to be less uncomfortable and heals better 
than a mediolateral incision. However, а median inci- 
sion can extend into the rectum. A regional or local 
block is given before the episiotomy is performed. Ide. 
ally, the episiotomy is performed when the fetal head 
is crowning, just before the birth of the fetus, to reduce 
the blood loss. 

Tf lacerations of the perineum occur, they are classi- 
fied in one of four degrees: A first-degree laceration 
extends through the skin and into the mucous mem- 
brane. A second-degree laceration extends farther, 
reaching the muscles of the perineal body. In a third- 
degree laceration, the anal sphincter muscles and 
muscles of the perineum аге torn, A fourth-degree lac- 
eration reaches into the anal sphincter muscles and але 
terior wall of the rectum, 

Measures used (especially by midwives) to enhance 
perineal stretching are the application of warm com- 
presses, warm oil, and perineal massage. The warm. 
compresses ond perineal massage are thought to soften 
and stretch perineal muscles and may reduce the need 
for an episiotomy. 

Often, alter episiotomy repair, an ice bag is applied 
to the incision to reduce swelling. Other nursing 


FIGURE 14-5 Episiotomy. Two ypes ot maison ans moine ana 
medioaren 
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measures used for an episiotomy are discussed in 
Chapter 12. Kegel exercises are encouraged after heal- 
ing to regain muscle tone (sce Chapter 12). 


Forceps are curved metal instruments used by the phy- 
sician to provide traction to deliver the baby's head, 
assist the rotation of the head, or both (Figure 14-6). 
These instruments may be used to deliver preterm 
newborns to prevent undue pressure from being 
placed on the fragile fetal skull by continued contrac- 
tions. They are also used to shorten the second stage 
of labor when the mother is exhausted and cannot ef- 
fectively bear down. Sometimes regional or general an- 
esthesia has affected the motor innervation and the 
mother cannot push effectively. Forceps are also used 
to assist the descent of the baby as soon as possible 
when fetal distress occurs. The cervix must be 
completely dilated and the fetus's head low or visible 
оп the perineum (low forceps delivery) (Вох 14-1) 
Forceps should be applied by a skilled physician only. 
A Foley catheter is inserted before forceps delivery to 
prevent bladder injury. The obstetric forceps has a ce- 
phalic curve to fit over the fetal head and conforms to 
the curve of the maternal pelvis. Piper forceps are used 
for the head ina breech delivery after the body is born. 
Forceps delivery is no longer in popular use, being 
replaced by vacuum extraction and elective cesarean 
section, 

Maternal complications of a forceps delivery in- 
clude lacerations of the birth canal and perineum with 
increased blood loss, The newborn can have bruising, 
and edema of the scalp, potential cephalhematoma, 
and intracranial hemorrhage. In a difficult forceps ap- 
plication, temporary or even permanent paralysis of а 
facial nerve may occur. 


FIGURE 14-8 Аррёсазол of bee кусере Пор атом ana direction 
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The nurse explains the procedure to the woman and 
helps the woman use breathing techniques to avoid 
pushing during application of forceps. The health care 
provider applies traction during a contraction as the 
woman pushes. After birth, the newborn is assessed 
for bruising, edema, and other trauma. Bruising and 
edema in the newborn, called forceps marks, resolve 
without treatment (Figure 14-7), The mother is ob- 
served for bleeding, which will be a brighter red than 
lochía rubra. Cold application to the perineum for the 
first 12 hours reduces edema and lessens pain. Heat 
compresses after 12 hours aid in the absorption of 
edema and hematoma. 


VACUUM EXTRACTION 


Vacuum extraction is used as an alternative to forceps 
application. Vacuum extraction involves applying a 
cup, called a tucuum extractor, to the fetal head and 
withdrawing air from the cup, This creates a vacuum 
within the cup, which secures it to the fetal head. Trac- 
tion applied during the uterine contractions assists 
with the descent of the fetus, and the fetal head is de- 
livered (Figure 14-8). The indications for vacuum ex- 
traction are the same ax for forceps deliveries. 

Side effects of vacuum extraction include edema 
and bruising to the fetal scalp. Risks to the fetus 
include cephalhematomas, scalp lacerations, and 
subdural hematoma. Maternal complications are un- 
common, The woman should be informed about the 
medical procedure. The fetal heart rate should be 
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monitored. Parents need to be advised that the caput 
chignon (edema of the fetal scalp) will disappear in 
approximately 2 ог 3 days, Assessment of the newborn 
includes continued observation for cerebral hemor- 
rhage and injury. 


ё POSTTERM LABOR AND BIRTH 


Postterm birth is the birth of a newborn beyond 
42 weeks! gestation. The primary maternal risk related 
to postterm birth is a large newborn, which places the 
woman at risk for a dysfunctional labor, forceps- 
assisted birth, lacerations in the vaginal canal, and а 
potential cesarean delivery. Fetal risks include the pos- 
sibility of birth trauma, CPD, and hypoxia caused by 
an aging placenta that begins to deteriorate after 
42 weeks’ gestation, When placental insufficiency is 
present, the risk of fetal hypoxia increases. 

The management of postterm labor is controversial. 
Induction of labor is suggested at 42 weeks’ gestation. 
‘Tests for fetal well-being are performed, including an 
NST and biophysical profile with ultrasound scanning 
to assess fetal movements, fetal breathing, and amni- 
otic fluid volume. Amniocentesis may be performed 
io detect meconium in the amniotic fluid (see 
Chapter 5). А postmatune newborn has а long lean 
body, long fingernails; and dry, peeling skin (see 
Chapter 15). 
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PRECIPITATE LABOR 


Precipitate labor isa labor completed in less than 3 hours 
from the time of the first true labor contraction to the 
birth of the baby. Because the labor is rapid, maternal 
and fetal complications can occur. If the uterus has little 
relaxation between contractions, the intervillous blood 
flow may be impaired enough to cause fetal h 

(lack of oxygen). Also, rapid passage of the fetal head 
through the birth canal may result in fetal intracranial 
hemorrhage. The woman may also have cervical, vagi- 
nal, or perineal lacerations. Ideally, a physician will be 
available in the facility to assess the woman and new- 
bom and record the findings. The emergency delivery 
of the newbom by a nurse is discussed іп Chapter 7. 


UTERINE RUPTURE 
Uterine rupture is rare; however, it represents an emer- 
gency condition because it causes severe maternal 
bleeding and shock. It оссш most often during labor 
and delivery, When uterine rupture is associated with 
а previous cesarean birth, the rupture occurs at the site 
of the previous surgical scar, Aggressive or poorly 
supervised induction of labor may be ible for 
a rupture of the uterus. A prolonged labor with fetopel- 
vic disproportion is another cause. 

A clue to a pending rupture is persistent uterine 
contractions without periods of relaxation. The nurse 
must report uterine contractions lasting more than 
90 seconds. A relaxation period is necessary to main- 
tain fetal oxygenation. Careful EFM monitoring can 
identify women at risk for rupture, As Jabor pro- 
gresses, the woman might have a sharp pain in the 
suprapubic area. With severe bleeding, symptoms of 
shock occur, The major complications are maternal 
hemorrhage and fetal death. Treatment usually con- 
sists of an immediate uterine surgery and possible hys- 
terectomy. Blood transfusions may be needed, 


Hydramnios (also called polyhydramnios) is an excessive 
amount of amniotic fluid, greater than 2L. When 
hydramnios is present, congenital anomalies often ex- 
ist, particularly those of the fetal gastrointestinal tract. 
Itis associated with fetal malformations that affect fetal 
swallowing and voiding. During pregnancy, the fetus 
voids in and swallows the amniotic fluid. Any fetal 
anomaly that upsets this exchange can result in an ex- 
cessive amount of amniotic fluid. When hydramnlos 
develops, the uterus averdistends. This may cause pre- 
term labor and place the woman at a greater risk for 
postpartum hemorrhage. Hydramnios can be diag- 
nosed by ultrasound (an amniotic fluid index [АРІ 
greater than 20) (Gabbe, Niebyl, & Simpson, 2007), 
Removal of excess amniotic fluid may cause abruptio 
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placentae, as the uterine size is decreased, or the pro- 
lapse of the umbilical cord. Psychological support for 
the mother is an important nursing responsibility. Am- 
niocentesis may be done to avoid a preterm labor 
caused by an overdistended uterus. 


OLIGOHYDRAMNIOS. 


 Oligohydramnios is a decreased amount of amniotic 
fluid (an AFI less than 5) (Gabbe, Niebyl, & Simpson, 
2007). It is associated with fetal renal anomalies and in- 
trauterine growth restriction. Oligohydramnios places 
the fetus at risk for impaired musculoskeletal develop- 
ment because of the inability to move freely in the 
uterus and tangling of the long cord around an extrem- 
ity, or cord compression from twisting or kinking, 
resulting in fetal distress. Oligohydramnios can be 
detected by ultrasound, which detects less than 1 cm. 
of fluid in a predetermined pocket or quadrant of the 
uterus (AFI). During labor, an amnioinfusion (a trans- 
cervical instillation of warm sterile saline or lactated 
Ringer's solution into the uterus) may be done if mem- 
branes have ruptured to prevent cord compression 
and relieve the severity of variable decelerations. Fetal 
monitoring and maintaining a clean, dry bed for the 
mother are important nursing responsibilities. 


1#? PROLAPSED UMBILICAL CORD 


Prolapsed umbilical cord occurs when the umbilical 
cord precedes the fetal presenting part. This condition 
Is more likely to occur when there is à loose fit between 
the fetal presenting part and the maternal pelvis when 
the membranes have ruptured. This circumstance 
leaves room for the cord to slip down (prolapse) 
(Figure 14-9). The cord can be alongside or ahead of 


the presenting part. It may be occult (not palpable on 
vaginal examination), be inside the vagina, or even ex- 
tend below the vulva. Because compression of the cord. 
between the presenting part and the bony pelvis 
greatly decreases the flow of oxygen to the fetus, pro- 
lapse of the cord can interfere with fetal oxygenation, 

Factors that contribute to cord prolapse are (1) rup- 

ture of membranes before the fetal head is engaged, 
carrying a loop of the umbilical cord into the pelvis 
ог vagina; (2) a small fetus; (3) breech presentation; 
(4) transverse Ше; (5) hydramnios; (6) an unusually 
long cord; and (7) mullifetal pregnancy. Signs include 
prolonged variable decelerations evidenced on the fe- 
tal monitor, along with a baseline fetal bradycardia. 

Prompt actions must be laken to relieve cord com- 

pression and increase fetal oxygenation until help ar- 
rives. Nursing interventions include: 

* Placing the woman's hips higher than her head 
by (1) knee-chest position (Figure 14-10), (2) Tren- 
delenburg position, or (3) side-lying position with 
hips elevated on pillows 

* With sterile gloved hand, pushing fetal present- 
ing part away from the cord 

* Starting oxygen 8 to 10 ./ minute by mask 

* Closely monitoring fetal heart rate by EFM 

* Preparing for rapid vaginal delivery or cesarean 
birth 

If the cord protrudes, the nurse should apply sterile 

saline-soaked towels to prevent drying of the cord and 
to maintain blood flow until the infant is delivered, 


Amniointusion is а procedure during which normal sa- 
line or lactated Ringer's solution is instilled into the 
amniotic cavity through a catheter introduced trans- 
cervically into the uterus during labor. It is performed 
to correct oligohydramnios or reduce thickly stained 
meconium in the amniotic fluid and to minimize cord 
compression. An infusion pump should be used so that 
flow rate is controlled and the amount of infused fluid 
can be accurately documented. The uterus should be 
monitored for overdistention and elevated resting 
tone, which can cause changes in the fetal heart rate, 
Because the fluid infused will constantly leak out, 
nursing measures to maintain comfort and dryness 
should be used. Amnioinfusions with hypertonic solu- 
tions are used as a technique of inducing abortions be- 
fore 20 weeks’ gestation (Gabbe, Niebyl, & Simpson, 
2007). 


MULTIFETAL PREGNANCY 


Мише! pregrancy is the term far two or more fetuses 
in utero. Types of multifetal pregnancies are discussed. 
in Chapter 3. A positive diagnosis of more than one 
fetus is made by ultrasound. Preterm labor is common 
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FIGURE 14-10 Nursing interventions when the umbilical cord prolapses. Малага! positioning and pusing the fetus away from he cord ean 
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because of an overdistention of the uterus. There is an 
increased frequency of anemia, hypertension, and 
hemorrhage. The woman is more likely to hemorrhage 
because of an overdistention of the uterus; therefore, a 
multifetal pregnancy poses greater risk than a single 
fetus. 

Twins may be in various positions; one may be 
breech and the other vertex. The labor may be normal 
or prolonged. During the birth, the nurse should be 
prepared to identify each baby at the time it is born. 
А cesarean birth may be necessary if the cord has pro- 
lapsed, if one baby is malpresenting, or if more than 
two fetuses are present. The nursing care of the woman 
after the babies are born is the same as for other 
[ену uel os ee bais of the greater risk 
for postpartum 

"The incidence of wulle pregnancies has in- 
creased because of the popularity of fertility treatments 
(assisted reproductive technology [ART] such as 
in vitro fertilization. Some complications can occur 
with multifetal pregnancies such as twin-to-twin trans- 
fusion syndrome, in which one twin transfuses its 
blood through a shunt to the other twin. This results 
їп one twin with intrauterine growth restriction and 


anemia, whereas the other twin can be larger or have 
heart failure because of circulatory overload, Another 
complication involves the death of one twin in utero 
while the other twin survives. Reabsorption of the tis- 
sues of the dead twin can predispose the mother to de- 
velop disseminated intravascular coagulation (DIC) 
(Gabbe, Niebyl, & Simpson, 2007). 

Multifetal pregnancy reduction may be necessary 
when ART results in four or more fetuses, and the sur- 
vival of all is at risk unless some are selectively 
aborted. The remaining twins or triplets have a good 
chance of survival (Gabbe, Niebyl, & Simpson, 2007). 
Vaginal delivery is advocated for vertex presentation 
of a twin, but a cesarean is indicated if presentation 
is not vertex or more than two fetuses are present. 


CESAREAN BIRTH 


Cesarean birth is a surgical procedure in which the 
birth is accomplished through an abdominal and uter- 
ine incision, The basic purpose of a cesarean birth is to 
preserve the life or health of the mother and her fetus. 
The incidence of cesarean births has increased dramat- 
ically in the past several years. In 2007, one third (32%) 


ve 
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of all births in the United States were cesarean sections 
(Menacker & Hamilton, 2010), and vaginal birth after a 
cesarean birth (VBAC) was at an all-time low of 16.5%. 
Some reasons cited for the increase include the in- 
creased detection of fetal problems from the use of 
FFM, an increase in the number of pregnancies at an 
older age, and the high incidence of repeat cesarean 
births. Complication rates of newborns were higher 
with cesarean delivery than with VBAC (Kamath, Todd, 
Glazmer, et а), 2009), A national goal of Healthy People 
2020 is to reduce the rate of cesarean births to 15%, 
АСОС recommends VBAC in a trial of labor after cesar- 
ean (TOLAC) with facilities available for cesarean if 
needed (АСОС, 2010). The risks and benefits of Tc. ac 
as compared to a repeat cesarean section should be 
discussed and decisions mode on an individual basis, 


Cesarean Birth on Demand 

Part of the increase in the rate of cesarean birth is 
thought to be due to maternal request for cesarean de- 
livery rather than medical indication for delivery 
(National Institutes of Health [NIH], 2006). The NIH 
states that elective cesarean births are not recom- 
mended for women who desire several children be- 
cause the risk of placenta previa or placenta accreta 
rises With each successive pregnancy after a cesarean 
birth. Placenta previa may result because the placenta 
generally cannot attach at the site of a scar and so may 
altach in a lower segment of the uterus (see 
Chapter 13). Ifthe placenta does attach at the scar site, 
it may not release from the site after delivery, resulting 
in placenta acereta, A goal of Healthy People 2020 is to 
reduce cesarean birth on demand and increase normal 
spontaneous vaginal deliveries that have fewer 
complications for both mother and infant. 


Indications 

Four categories are responsible for 75% to 90%, indica- 
tions for cesarean births: dystocia, repeat cesarean, 
breech, and fetal distress, Other indications for а cesar- 
ean birth are active herpes viral infection; prolapsed 
umbilical cord; medical complications, such as gesta- 
tional hypertension; placental abnormalities, such as 
placenta previa and abruptio placentae; and cephalo- 
pelvic disproportion (CPD) or fetal anomalies, such 
as hydrocephaly (Box 14-2), 


Surgical Techniques 
The skin incisions for a cesarean birth are either trans- 
verse (Plannenstiel's) or vertical; these are not indica- 
tive of the type of incision made into the uterus, The 
transverse incision is made across the lowest part of 
the abdomen. Because the incision is made just below 
the pubic hair line, it becomes almost invisible after 
healing. The major limitation of this incision is that it 
does not allow extension of the incision if needed, 
The vertical incision is made between the navel and 


* Prolapsed cord 
* Medical complications of pregnancy, such as maternal 
hean disorder 


++ Falure oflaber to progress 
* Active herpes simplex vius infection 
‘+ Postmaturity (With faded induction) 


the symphysis pubis. This type of an incision is quicker 
and is preferred in cases of fetal distress. Uterine inci- 
sions are either in the lower segment ог in the upper 
segment of the uterus. The choice of incision affects 
the woman's opportunity for а subsequent vaginal 
birth and her risks of a ruptured scar with a subsequent 
pregnancy. An incision in the body (classic, or upper 
part) of the uterus is problematic because of potential 
rupture during a future labor; therefore, a future vag- 
inal birth would be contraindicated. The lower uterine. 
segment incision most commonly used is a transverse 
incision, although a low vertical incision may be used 
(Figure 14-11), 


Complications and Risks 

Cesarean births are not without risks for both mother 
and fetus. Maternal complications include aspiration, 
pulmonary embolism, hemorrhage, urinary tract infec- 
tion, injuries to the bladder or bowel, wound infec- 
tions, thrombophlebitis, and complications related to 
anesthesia. Risks to the fetus include preterm birth 
(if gestational age was not assessed properly), fetal in- 
juries. and respiratory problems resulting from 
delayed absorption of lung fluids, 


Preparation for Cesarean Birth 

Because cesarean birth is common, this method should 
be an integral part of childbirth education classes. Cou- 
ples need to discuss their specific needs and desires 
with their physician or murse-midwife, 

Women and their partners have time for psychalog- 
ical preparation when they know tha! they are going to 
have a cesarean birth. These women appear to cope 
with the recovery from surgery better than those 
who have an unplanned cesarean birth. Women hav- 
ing emergency or unplanned cesarean births have 
abrupt changes in the expectations for birth, post-birth 
care, and the care of the newborn at home. The woman 
may approach surgery exhausted and discouraged 
with her labor, Time for explanations about the 
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FIGURE 14-11 Various incisions used for cesarean births A 
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procedures for the surgery is often limited. Because 
procedures for the surgery must be performed quickly, 
both the woman and her family may have high anxiety 
levels. These women need adequate psychological 
support. It is important to explain what is being done 
and for the nurse to verify that informed consent was 
obtained. 


Nursing Care. 

Preoperative Care. The preoperative nursing care in- 
cludes all of the usual procedures for preparing a pa- 
tient for surgery. The woman receives nothing by 
mouth to reduce the risk of aspiration. An intravenous 
infusion through a wide-bore catheter is started. The 
hair on the skin of the abdomen is considered sterile 
(Gabbe, Niebyl, & Simpson, 2007). Removal (clipping 
or shaving) of abdominal hair is only indicated when 
the hair will interfere with closing and suturing the 
wound. Routine skin shaving has been shown to pre- 
dispose the woman to postoperative wound infection. 
An indwelling Foley catheter is inserted to keep the 
bladder empty during surgery, which reduces the risk 
of injury to the bladder when the incisions are made. 
An antacid is administered intravenously to decrease 
stomach acids, which could cause pneumonia if the 
woman should vomit and aspirate during surgery, 
Laboratory reports are reviewed, including blood type 
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and cross-match, Rh, complete blood cell count, and 
urinalysis. Although property and valuables are se- 
cured, often the mother wears her eyeglasses to the 
‘operating room because she will be awake, and 
seeing clearly will aid in bonding with her infant 
(Figure 14-12). 

The fetal heart rate is recorded with electronic mon- 
itoring until the infant is delivered. Routine preopera- 
five teaching, including coughing, deep breathing, and 
ambulating postoperatively, is done if time permits 
(Box 14-3). The use of spinal anesthesia reduces the 
need for vigorous newborn resuscitation that might 
be necessary with general anesthesia, which crosses 
the placental barrier, An infant warmer and resuscita- 
tion equipment should be on hand and the pediatrician 
notified, Preparing the woman for postoperative care 
expectations is a nursing responsibility. The positive 
aspects of a cesarean birth should be emphasized 
and family support offered. 


‘Newborn Care. А nurse from the newbom nursery 
and a pediatrician are typically present in the operai- 
ing room to assist in the care of the newborn when de- 
livered. A heated crib and resuscitation equipment are 
readily available. In mont honpitals, the father or pirt- 
ner can be with the mother during the cesarean bi 

After the baby is born, the Apgar score and ident 
fication are recorded, the newborn is moved to a radi- 
ant warmer to prevent chilling, and the skin 
temperature probe is applied. The mother and partner 
are given an opportunity to see, touch, and, depending 
оп the condition of the newborn, hold the newborn. 


Postoperative Care. Alter surgery, the woman is 
taken to the recovery room. Recovery room care in- 
chides observing the firmness of the uterus and the 
amount of bleeding from the vagina and assessing 
the abdominal incision. Vital signs are taken every 
15minutes for 1 to 2 hours or until the woman is stable. 
1n addition, the woman receives the usual postopera- 
tive care. The woman fs given oxytocin intravenously 
to stimulate the uterus to contract and reduce the blood 
loss. She is given analgesic medications to promote 
comfort, 

The newborn is brought to the parents as soon as 
possible to facilitate bonding and attachment. Breast- 
feeding can be initiated, The woman may be trans- 
ferred to the postpartum unit after 1 to 2 hours ог 
when her condition is stable. Providing emotional sup- 
port to the mother and partner after a cesarean birth is 
essential. Feelings of anxiety, guilt, and inadequacy 
may prevail. Therapeutic communication helps clear 
"up fears and misunderstandings, and the woman 
should be encouraged to verbalize her fears and ex- 
press her anxieties. Special effort to reduce postopera- 
tive pain and promote bonding with the newborn is 
important. 


FIGURE 14-12—CONT'O |, The placenta i tod ou 
менет get acquainted 


Early ambulation is encouraged to reduce 
lory and circulatory complications. 


espira- 
As a rule, the 
woman with a cesarean birth has less lochial flow 
most likely because of the removal of some of the 
uterine decidua during the surgical procedure. The intra- 


venous infusion may be maintained until the woman 
is afebrile, has resumption of bowel sounds, and 
is tolerating fluids. The intravenous infusion often 


containe oxytocin to keep the uterus well contracted. 
The indwelling urinary catheter is normally maintained. 
until the intravenous fluids are discontinued. Wound 
dressings may be removed after the first day 

Analgesic measures for pain at the incision site may 
be given every 3 to 4 hours, or patient: controlled anal 
gesia (PCA) or epidural narcotics may be prescribed by 
the physician. Other comfort measures, such as 


Nursing Care Summary of the Woman Having Cesarean Birth 


BEFORE SURGERY 
© Assess when she last had oral intake, 

* Explain what te expect with procedure 

* Witness informed consent 

nitor rs, eon infusion, 

* Cleanse abdomen. 

* insert indweling urinary catheter. 

* Administer medications as ordered (antacid and antibiotics) 
* Verify blood tyne, omss-mnatch, and urinalysis reports. 


DURING RECOVERY PERIOD 

* Start procedures related iû postanesthetic period (pulse 
oximeter, oxygen administration, cardiac monitor) 

* Assess fundus for fimoess, height, and location per 
protocol; massage fundus й poorly contracted (boggy), 


* Observe vaginal bleeding for coler, amount, and 
consistency (presence of clots). 

* Monitor abdominal wound for healing. 

* Monitor vial signs every 15 
30 minutes in second hour, then hou 
postpartum un 

* Determine urinary output; check catheter and tubing for 

patency (take and output. 

Assess for bowel sounds and passage of fatus. 

Change woman's position hourly (I no contraindk 

Have woman Breathe deeply and cough frequently. 

Administer prescribed medication for pain. 

Encourage early ambulation on first day and showering on 

second day 


our, every 
unti transfer to 
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position change and splinting the incision with pil- 
lows, are demonstrated. Deep breathing and coughing 
at frequent intervals are encouraged. 

Discharge teaching includes information about 
wound care, personal hygiene, breast care if breast- 
feeding, bathing, diet, exercise and activity restrictions, 
sexual activity, contraception, medications, signs of 
complications, and newborn care. The Newborns’ 
and Mothers’ Health Protection Act of 1996 ensures a 
minimum hospital stay of 96 hours for cesarean births. 
Aftercare can be enhanced by referral to home care 
resources, The nurse assesses the need for continued 
support or counseling and provides a telephone 
number to call the hospital if needed. 


Vaginal Birth After Cesarean 

A trial of labor after cesarean (TOLAC) and a vaginal birth 
after cesurean (VBAC) are recommended by ће ACOG 
for women who have had a previous cesarean birth by 
Jow transverse incision (ACOG, 2010), Labor and vag- 
inal birth is not recommended И а previous fundal scar 
(classic cesarean incision) or evidence of CPD is рге- 
sent. Consent for VBAC should be discussed with 
the health care provider and the couple based on ac- 
cepted risk factors, Dystocia, increased maternal age, 


gestational age over 40 weeks, maternal obesity, pre- 
eclampsia and macrosomia may be contraindication 
for TOLAC. 

The labor should occur in a health care facility that is 
equipped and staffed to conduct a cesarean birth if nec- 
essary. Intrapartum care of the woman is essentially the 
‘same as for any woman in labor. Close observation offe- 
tal status and uterine contractions is maintained 
throughout the labor process. The use of cervical ripen- 
ing with misoprostol (Cytotec) is not recommended, but 
augmentation with oxytocin can bedone with close mon- 
itoring, The 2020 АСОС guidelines for VBAC inchide: 

* Previous cesarean birth with transverse uterine 

incision or low vertical scar 

* Documented adequacy of the pelvis. 
Availability of the facilities to perform a cesarean 
birth within 30 minutes 
* Provision of EFM 
Availability of intravenous access 

Women who have spontaneous labor have a much 
lower incidence of uterine rupture than women who 
undergo labor induction. Women who have successful 
УВАС have lower incidence of infection, less blood 
Joss, and reduced health care costs compared with 
women who have repeat cesareans, 


A woman who is para 0, gravida 1 is admitted to the antepartum unit with possible ruptured membranes. She is at 30 weeks! 


gestation and has not had any uterine contractions 


Selected Nursing Diagnosis 
Risk for infection related to effects of PPROM. 


Expected Outcomes _ Nursing Interventions. 


Woman will be free 
‘of infection, as 
evidenced by: 

ЕНЕ 110-160 beats/ 
minute 


much vi 
delivery (EDD). 


Assist with sterile speculum examination. 


smelling vaginal 
discharge 

C-reactive protein 
negative 


with electronic fetal monitoring. 


Determine and record time of PPROM, how 
fluid there was, the color and 
‘odor of the fluid, and expected date of 


Provides baseline data. The length of time 
between rupture of the amniotic membranes 
and delivery correlates with risk for infection. 
Color and foul ador can indicate presence of 
infection. EDD is important in helping to 


determine whether rupture has occurred 


prematurely. 

Confirms rupture by presence of pooling 
amniotic fluid, Nitrazine paper turning blue, 
and fern patter on slide when viewed under 
а microscope, Also allows for visual 
inspection of cervix to determine degree of 
dilation, 


Determine FHR and uterine contraction pattern Identifies nonteassuring FHR patterns so that 


early intervention can occur. Presence of 
uterine contractions can be a positive sign If 
fetus is >37 weeks of gestation, However, 
measures may need to be taken to end 
‘contractions if fetus is <37 weeks of gestation. 
Ina term newborn, induction of labor usually 
will be initiated at 12 hours after rupture if 
labor has not started. 
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Assist with fetal assessment tests if indicated. 


Administer glucocorticoids as одай 
Assess temperature per protocol and vaginal 
discharge at leat very 4 hours. 


Review laboratory results. 


Teach patient to wipe perineum from front to 
back 


Change linens and under pads frequently to 
patient dry. 
Mainiain on bed Test unless fetal presenting 
arti fully engaged. 
Provide patient with diversional activities, 
Keep patient informed of fetal condition. 
Exp! 


rationales for all treatments. 
Provide emotional support. 


‘Assesses fetal lung maturation and presence of 
infection. L/S ratio >2: glandin 
positive, and lamellar 
units/L are usually indicative of lung 
maturity, A Gram stain, of amviote ПЫ can 

'esence of infectious microorganisms. 

Alda te maturation of he fe lungs 

Foul-smelling vaginal discharge and maternal 
fever are indicative of infection and must be 
reported immediately to the health care 
provider 

Elevation of leukocytes, presence of C-reactive 
protein, and a low amniotic fluid glucose level 
are indicative of infection. 

Proper peri care reduces the risk of infection, 


Moisture is an excellent medium for growth of 
microorganisms, 
Prevents cord prolapse, 


Eliminates boredom of prolonged bed rest 

‘Alleviates anxiety. 

Information often increases compliance with 
treatment 

Anxiety and fear are common reactions to the 


threat of giving birth to a preterm newborn, 
and to the riak Jor Infection 


Critical Thinking Questions. 

1. The health care provider tells you to prepare the woman for a vaginal examination to assess for ruptured membranes. What 
should you have available during the examination? 

2. When caring for a woman with PROM, how can you decrease the risk for infection? 


| 


[m 


aminati 


* Preterm labor is the onset of uterine contractions resulting 
in cervical dilation and effacement between 20 and 37 
weeks! gestation, Late preterm labor Is between 24 and 36 
completed weeks о! gestation. 

* Management of preterm labor includes assessment of 


* ОРО occurs when the fetus is too large to pass through the 
normal pelvis or the maternal pelvic diameters are too 
‘small to allow passage of a normal-size fetus, А cesarean 
birth may be necessary. 

* External version is the turning of the fetal presentation from 
ı breech or transverse lie to cephalic, Ultrasound guides 


uterine activity and cervical changes, hydration, fetal manipulations during the procedure. 
e EE GENUS, d. * Induction of labor refers to measures to initiate uterine 


management to promote fetal lung maturity. Home care 
management with a HUAM is performed in selected cases. 

* PROM occurs when the membranes rupture before the 
labor has started, 

* Dystocia is difficult and often prolonged labor. 

* Dystocia is suspected when there is a lack of labor 

in cervical dilation and slow advancement in 

fetal descent. It is caused by a problem with power 
(contractions), passenger (fetal position), passageway 
(ета! or obstructed pelvic path), or psyche. 


* Augmentation of labor is the use of axytocin drugs. 
to stimulate labor when uterine contractions are 
ineffective. 

* Cervical ripening is performed to soften the cervix before. 
‘starting an induction of labor. One method is inserting 
PGE; into the cervical canal. 

* Amniotomy, or artificial rupture of membranes, usually 
Initiates labor within 12 hours of rupture Іп the near-term 
Woman with a favorable cervix. 
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* Anepisictomy is a surgical incision made into the perineum 
to permit easier passage of the fetus. 

* Vaginal delivery with forceps or vacuum extraction 
provides traction to ald in the descent and delivery of the 
baby's head, to assist the rotation of the head, or both. 

* Posttorm labor and birth refer to a fetus beyond 42 weeks’ 


gestation, 

* Precipitate labor is rapid and lasts less than 3 hours. 

* Hydramnios (polyhydramnios) occurs when there 
is excessive amniotic fluid. It is associated with 
fetal malformations that affect fetal swallowing and 
voiding. 

* Aprolapsed umbilical cord occurs when the cord precedes 
the fetal presenting part, 

* A VBAC is suggested for women who have had a previous 
‘cesarean birth by low transverse uterine incision. A trial of 
labor is recommended. and the woman is closely 
‘monitored. VBAC has decreased the incidence of 
cesarean births. 
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ions for the NCLEX” Exam 


1. A woman experiencing signs and symptoms of preterm 
labor is admitted to the labor and birth unit. Baseline 
maternal vital signs are recorded as follows: T 101.5, 

Р 110, В 30, and BP 134/80, These vital signs strongly 


ion 


2 Labor with uterine contractions of poor quality that are 
painful, out of proportion to their intensity, do not cause 
‘cervical dilation or effacement, and are usually 
uncoordinated and frequent Is known as: 


3. The most common example of malpresentation is: 
1. Breech presentation 
2 Transverse lie presentation 
3. Shoulder presentation 
4. Face presentation 


4, The nonpharmacologic method of cervical ripening that 
involves rupturing the membranes by plercing with an 
‘amniotic hook is called: 

1. Stripping of membranes 

2. Amniotomy 

3. Mechanical dlation. 

4, Prostaglandin gel application 


5. Awoman inthe labor and birth unit is undergoing induction 
with oxytocin (Pitocin). If the nurse notices late 
‘decelorations of the fetal heart rate, the first action should 
be to: 

1. Notify the physician. 

2, Assist the patient into left-side tying position. 
3, Discontinue the oxytocin (Pitocin). 

4, Apply oxygen via nasal cannula. 


6, A laceration of the perineum where the anal sphincter 
muscles and muscles of the perineum are torn i classified 
os a: 

1. First-degreo laceration 
2. Second-degres laceration 
3, Third-degree laceration 
4, Fourth-degree laceration 


7, Which clinical manifestation(s) would indicate preterm 
labor? (Select ай that apply.) 


1, A woman is 20 years old with her first pregnancy, and her 
fetus is in persistent occiput posterior position, She is in. 
labor with contractions every 3 to 4 minutes, her 
‘membranes are intact, and she is having severe backache 
with each contraction, If she asks you why she is having 
such severe back pain during her labor, how would you 
answer her? 


2. A woman began spontaneous labor at 6 км, and, by 7 ғы, 
‘she had made no labor progress. Her cervical dilation has 
not progressed beyond 4 cm. What reasons could you 
give for her labor not progressing? 


Objectives 

1. Define key terms lated. 

2. Demonstrate how gestational age is determined. 

3, Review the causes of intrauterine growth restriction 

4 Compare and contrast the preterm newborn, tne term 
newborn, and the posttann newborn. 

5, Outino the care of the preterm newborn. 


Key Terms 

appropriate for gestational age (AGA) ip. 303) 

bronchopulmonary dysplasia (BPD) (bróng-ko-FÜL-mà- 
br g die FK zhà, p. 314) 

intrauterine growth restriction (IUGR) (p. 303) 

intraventricular hemorrhage (IVH] Ar- -wer He. / 
er р. 315) 

kangaroo care (p. 316) 

large for gestational age (LGA) (p. 303) 

late preterm (p. 303) 

necrotizing enterocolitis (NEC) ir Ig h cf. S. 
500. U d p. 314) 


6. Explain the factors that predispose the nowbom to 
necrotizing onterocoltis. 

7. Describe developmentally supportive care of preterm 
newborns, 

o. Outline the needs of parents who have a preterm newborn, 


patent ductus arteriosus (PDA) (PÃ-lênt DÜK-tüs àr-lé-re- 
әй, р. 314) 

postterm (р. 309) 

preterm (p, 303) 

pulse oximeter (Ck-SIM-&-tér, p. 314) 

respiratory distress syndrome (RDS) (p. 310) 

retinopathy of prematurity (ROP) (r8-t/-NOP-8-thé, p. 313) 

small for gestational age (SGA) (p. 303) 


An “at-risk” newborn is one who is susceptible to ill- 
ness that may be mild to severe resulting from imma- 
turity, physical disorders, or complications during or 
after birth. By appropriately assessing the gestational 
age and size, health care providers can make impor- 
tant clinical judgments about the functioning of the 
body's systems and risk factors facing the newborn, 
Clinical problems may be quite different in a newborn 
who is born at 33 weeks’ gestation and weighs 1.4 kg 
(3 Ibs) compared with a newborn born at 35 weeks’ 
gestation and weighing the same. Because of these 
discrepancies, a more precise system of terminology 
has evolved, The classification of newborns at birth, 
based on gestational ages and birth weights, is as 
follows: 
Preterm or premature: An infant born before the end 
of 38 weeks’ gestation, regardless of weight, 
Late preterm: An infant born between 34 weeks’ ges- 
tation and 37 weeks, regardless of weight. 
Term or full term: An infant born between 38 and 42 
weeks’ gestation, regardless of weight. 
Low birth weight: Any newborn who weighs less 
than 2500 g (5.5 Ibs) at birth. 


‘Small for gestational age (SGA): Any newborn whose 
weight is below the 10th percentile (according to 
intrauterine growth curve), regardless of gesta- 
tional age, 

Appropriate for gestational age (AGA): Any newborn 
whose intrauterine growth has been normal 
(according to intrauterine growth curve) for that 
length of gestation. 

Large for gestational age (LGA): Any newborn whose 
weight is above the 90th percentile (according to 
intrauterine growth curve), regardless of gesta- 
tional age. 

Intrauterine growth restriction (IUGRJ: Failure of the 
fetus to grow as expected during gestation, 

Postterm: A newborn born after 42 weeks' gestation, 
regardless of weight. 

The gestational age can help identify problems to be 
anticipated. Specific physiologic problems have been 
linked with specific gestational ages. For example, 
the preterm infant born before 34 weeks’ gestation will 
potentially face respiratory distress because of imma- 
ture lungs and lack of surfactant, When the newborn 
is identified as postterm (postmature), the potential 
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problem is meconium aspiration syndrome as a result. 
of failing placental function. 

Improvement im ultrasound and fetal Doppler 
technology enhances the ability to detect fetal growth 
restriction, expands the understanding of the patho- 
physiologic condition, improves the ability to predict 

neonatal outcomes, and enables ration 
forthe birth ofthe newbom who may be physiologically 
compromised. Therate of preterm births increased fro 
102 in 1987 to 123 live births in 2003 and accounts 
for 70% of neonatal morbidity (Glarratano, 2006). The 
cause of preterm births is thought to be an interaction 
of genetic factors with environmental factors, such 
as maternal illness, that increase risk, and therefore 
prenatal nurses should take a careful family history pre- 
natally and teach the woman risk reduction strategies 
such as proper nutrition, prevention of infection, and 
management of fatigue (Giarratano, 2006). 


GESTATIONAL AGE AND BIRTH WEIGHT 


The Ballard scoring system helps determine the new- 
born's gestational age (Figure 15-1). This system uses 
growth and maturity criteria, as indicated, by physical 
and neuromuscular signs. The examiner assigns a score. 
for each characteristic, such as genital development. Itis 
Important to remember that newboms can vary in size 
and weight yet be the same gestational age (Figure 15-2). 
The clinical course and strategy for management 
depend on early identification of gestational age, 


'SMALL-FOR-GESTATIONAL-AGE (SGA) 
NEWBORN 


Factors Contributing to the SGA or IUGR Newborn 
Factors that contribute to impaired growth may be 
caused by maternal, placental, ог fetal conditions, 
The most common factors affecting growth restriction 
are presented in Table 15-1, SGA newboms may be 
preterm, term, or postterm, 


‘Two Types of Growth Restriction 
Fetal cellular growth occurs by an increase in cell num- 
ber and an increase in cell size. If some interference 
with growth occurs early during the critical period 
of organ development (organogenesis) of the embryo, 
fewer cells are formed, organs are small, and the organ 
weight is subnormal. This type of growth impairment. 
js called symmetric growth restriction because all parts of 
the body are small (including the brain). Causes of 
symmetric IUGR include chronic maternal hyperten- 
sion, severe malnutrition, intrauterine infection, sub- 
stance abuse, and anemia. Symmetric TUGR can be 
noted on ultrasound in the first half of the secund tri- 
mester. Growth interference that begins later in preg- 
nancy does nat affect the total number of cells but 
their size only. This type of growth restriction is asym- 
metric IUGR. Il is most often associated with compro- 
mise of uteroplacental blood flow. Causes of 


asymmetric IUGR include gestational hypertension, 
smoking (causing vasoconstriction), maternal drug 
use (such as cocaine), uncontrolled maternal diabetes, 
and placental infarcts. The newborn weight is below 
normal, but length and head circumference are 
normal. Growth-restricted newborns are at risk for 

ia, acidosis, and death, Table 15-2 lists problems 
and risk factors for SGA newborns. 

SGA and IUGR newborns are those who are at or 
below the 10th percentile of weight for the gestational 
age (Gabbe, Niebyl, & Simpson, 2007). The incidence 
of SGA newborns is 3% to 10% of all pregnancies. 
The mortality rate of SGA newborns is higher than 
that of normal newborns. Prenatal Doppler studies 
to assess flow abnormalities of fetal or placental vessels 
and an antenatal biophysical profile should be 
performed weekly, if oligohydramnios is 
present, because elective delivery may be necessary. 


Physical Appearance 

‘On first inspection, many of the SGA newborns show 
physical characteristics that suggest Impaired intra- 
uterine growth. The head might seem large, but its 
circumference is normal ог near normal. The chest 
and abdominal circumferences are reduced because 
of decreased subcutaneous fat. The adipose tissue 
and muscle mass over the cheeks, buttocks, and thighs 
are diminished. Because the body length is usually 
normal, the newborns appear thin and long. They often 
have thin faces, resembling little old people. The 
skull’s sutures are often wide apart as a result of 
impaired bone growth: thus, the newborn's fontanelles 
are often large and somewhat sunken, 


Behavior 

Many SGA newborns are more active than expected 
for their size, This observation is especially true when 
comparing them with preterm (AGA) newborns, The 
cry of an SGA newborn is vigorous and may be impres- 
sive in relation to size. The SGA newborn usually has а 
strong sucking response compared with the weaker 
sucking response in the preterm newborn. The SGA 
newbom often eats well and gains weight more 
quickly than the preterm newborn. The overall impres- 
sion of vigor and well-being may be misleading. The 
newborn's wide-eyed, alert facial expression may be 
caused by chronic hypoxia (lack of oxygen). The 
SGA newborn is also prone to hypoglycemia because 
the glycogen stores are often inadequate or depleted. 
Because of such potential complications, the health 
care provider needs to observe the SGA newborn 
closely and intervene as indicated, 


Assessment and Management. 

Because the causes of IUGR are so varied, the саге 
оѓ the SGA newborn must be adapted to meet the spe~ 
cific problems that the newbom demonstrates. 
These newborns need to be carefully examined for 


The deen dom at Risk: Conditions Associated with Gestational Age and Development CHAPTER 15 & 


MATURATIONAL ASSESSMENT OF GESTATIONAL AGE (New Ballard Score) 


‘DATETIME OF un E 


көт. 


FIGURE 15-1 Galarci seorng system. 
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FIGURE 15-2 Two term newborns of the same gestational age. 
These newborns are discordant twins, The variation in sae and weght 
rest from û malfunction of tna placenta. One nawon ia average for 
gestatoria age. and оле newocm ss smal or gostationel аде. 


congenital anomalies and monitored for hypoglyce- 
mia. Calorie needs are higher for these newborns than 
for an AGA newborn. Often their care is similar to that 
of the preterm newborn (Nursing Care Plan 15-1). 

Simple measures during prenatal care, such as elim- 
ination of cigarette smoking, alcohol, and illicit drugs; 
improved nutrition; and eradication of genitourinary 
tract infection would lower the number of infants born 
with IUGR, 


LARGE-FOR-GESTATIONAL-AGE (LGA) 
NEWBORN 

The newborn whose birth weight is at or above the 
90th percentile typically weighs 4000 g (8 Ibs, 13 oz) 
ог more at birth and is referred to as LGA. The LGA 


Problems and Risk Factors in Small- 


infants may be term infants, postmature, or may be 
born to a mother of normal weight and health. The di- 
abetic woman who does not have advanced vascular 
changes is likely to have a large newborn (macroso- 
mia) because of high glucose levels that cross the 
placenta. The large newborn often poses a mechanical 
problem during delivery and, after a prolonged labor, 
is usually delivered by cesarean birth. If delivered 
vaginally, the newborn may incur an injury (e.g. frac- 
tured clavicle or central nervous system trauma) 
during the birth process. LGA newborns are often 
sluggish, hypotonic, and hypoactive at birth; they 
may have hypoglycemia or polycythemia. If the new- 
borns have diabetic mothers, they are prone to hypo- 
glycemia; therefore, they need frequent blood glucose 
level assessments. The newborn of a diabetic mother 
is discussed in Chapter 16. 


POSTTERM NEWBORN 


The postterm newborn (postmature) is a newborn born 
after 42 weeks’ gestation. l'ostterm births occur in 
about 12% of all pregnancies (Lee, 2008). Many are 
large. The placenta may not function as well after 
40 weeks’ gestation because placental insufficiency 
develops. Because of the progressive degeneration of 
the placenta, the fetus does not receive adequate oxy- 
gen and nutrients, During labor, poor oxygen reserves 
and limited placental function place the newborn at 
risk for meconium aspiration. The fetus may use up 
some of the subcutaneous fat and, when bom, will look 
thin with loose skin. The skin is often cracked and dry, 
with а parchment-like texture from the decrease in 
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Scenario. 

А male newborn is 48 hours old, 38 weeks! gestation, birth weight 1.4 kg (3 Ibs) (small for gestational age [5САЈ). Physh 
‘examination reveals long, thin appearance; scarcity of subcutaneous fat; and sunken abdomen. Apgar scores were 6 and Ва 
and 5 minutes, respectively. He is positive for meconium aspiration. His сту is vigorous, and he appears wide-eyed and ale 


‘Selected Nursing Diagnosis 
Impaired gas exchange related to aspiration of meconium 
Expected Outcomes. Nursing Interventions. Rationales 
Newborn will be free of Monitor newborn for signs of respiratory — In utero, fetal hypoxia causes relaxation of an 
signs of respiratory distress. Auscultate breath sounds, sphincter with passage of meconium; newbe 
distress, ‘Monitor pulse oximetry readings. inhales meconium in amniotic fluid, which e 
Suction newbom when necessary to impair gas exchange. 
maintain open airway. Suctioning maintains open airway. 
Selected Nursing Diagnosis 
Ineffective thermoregulation related to lack of subcutaneous fat 
Outcomes. Interventions. Rationales 
Newborn will maintain Provide neutral thermal environment. Neutral thermal environment aids temperatur 
normal temperature. control. 
Monitor axillary or skin temperature Diminished subcutaneous fat and large body 
every 4 hours. surface area in the SGA newborn predispor 


him to difficulty in temperature regulation. 
Assess for hypoglycemia and observe — Glucose stores are used up quickly. 


Tor respiratory distress syndrome. 
Selected Nuraing Diagnosis 
Imibalanced nutrition, less than body requirements related to increased metabolic rate 
Outcomes, interventions Rationales 
Newborn will maintain or Initiate early feeding; monitor, record, БСА newborns are fed frequently; jut 
gain weight, and report signs ef fatigue or more calorias per Kilogram foe oy (rim 
respiratory distress during feeding: of Increased metabolic activity and oxygen 
consumption. 
Place on right side after feeding to Nevbont e pice оп right side after feed 
enhance digestion. to facilitate emptying of gastric contents. 
Selected Nursing Diagnosis 
Risk for injury and Risk for infection related to invasive procedures 
Expected Outcomes — — Wursinglntementons — hà à— Rationales 
Newbom's tissues will heal Because of thin skin, special tape is used — Invasive procedures will increase risk for ties 
promptly, to lessen skin injury; Monitor, record, injury and infection, 
and report skin breakdown. 
Selected Nursing Diagnosis. 
Risk for impaired parenting related to mother-newbom separation 
Expected Outcomes — Nursing Interventions. Rationales 
Parent-newbom bonding Encourage parents to visit the newborn СА newborns have prolonged periods of 
will be evidenced by frequently ‘separation from parents, 
good eye contact: Refer to baby by his or her given name. — Helps parents see newborn as an individual 
Parent will hold newborn Encourage parents to participate in саге — Encouragement of parents to participate in 
close, frequently touching (feeding and holding). den Бот" care facilitates bonding (parents 
the baby’s body. newborn attachment). 
Critical Thinking Questions. 


1. A dchour-old newborn has vital signs of temperature, 358° C (964° F); pulse, 120 beats/ minute; and respirations, 
40 breaths / minute. Calor is pink. The mother asks you to bathe the baby so һе can raom-in with her. e this а good tir 
to bathe the 

2 The physician hands you an SGA newborn immediately aller delivery, What should be your priority action? 
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protective vernix caseosa. The postterm newborn is at 
risk for hypoxia, meconium aspiration, hypoglycemia, 
polycythemia, cold stress, and asphyxia. The infant 
may appear wide-eyed and alert because of chronic in- 
trauterine hypoxia. There is little lanugo or vernix, and 
the infant has long fingernails. Health care providers 
should closely monitor all postterm newborns for hy- 
poglycemia, cold stress, and airway obstruction 
caused by meconium aspiration, regardless of size 
(Table 15-3). 


The most common factor associated with neonatal 
death is prematurity. The preterm newborn is defined 
as one who is born at less than 38 weeks’ gestation. 
Preterm births have risen from 9.4% of live births in 
the United States in 1981 to 12.3% in 2008 (NCHS, 
2005). The majority of the increase was in late preterm 
births, formerly known as “near-term births” (Engel, 
2007). Late preterm infants may look more like full- 
term infants, but they are metabolically and physiolog- 
ically immature and have needs similar to the more 
preterm infant. However, a newborn may be bom alive 
much earlier than 34 weeks’ gestation and still live, but 
he or she may be poorly equipped to survive outside of 
the uterus. Specific organ systems may not be devel- 
oped enough to function at a level necessary to main- 
tain life and promote growth. The preterm newborn's 
skin is often wrinkled and delicate and is usually cov- 
ered with lanugo. The plantar creases on the soles of 
the feet begin to develop from the toes toward the heel 
during fetal development, and the term infant has 
deep creases on the soles of the feet extending from 
the toes to the heel. In contrast, the preterm has few 
creases on the sole of the foot (Figure 15-3). The 
preterm newborn is thin, has little subcutaneous fat, 
and has prominent fontanelles and suture lines of 
the skull. Depending on the gestational age, the cry 
can be very weak, matching the frail appearance, 
and the body appears limp, with poor muscle tone. 


Extremities are in extension rather than flexion, expos- 
ing a larger body surface area and increasing the risk of 
hypothermia (Figure 15-4). 


Limitations of the Body System Functionings 
The degree of immaturity of each of the preterm 
newborn's body systems varies with gestational age 
and determines the potential risks for that newborn, 


FIGURE 15-3 A, The sce of the foot ot a term rant has беер creases 
‘extending from toes Ic hesi. B, The pretorm has few creases on 
те soe 


gestation Insufficient glucose reserves Нуродусетіа at birth [<40 Document reflexes, Monitor 

Glycogen stores depleted or g/dL in term newborns) _ glucose levels every 2 hours. 

Insulin reserves high Temperature instability Provide thermoregulation In. 
incubator care. 
Prevent cold stress, 
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newborn holds 
Ths factor contributes lo tha development oí cold stress and 


СИС Ау with thermareguiation. С, Popiteal ange. The knea easly extends so thatthe toes touch the nose in thes preterm newborn (muscle tone 


brovents ne term newborn from extencig the knee). Note the thin, transparent skin and open, gaping lab 


s preterm newborn. D, Scar son, 


Inthe term newbom, the sow cannot be crawn past hem Ge ol the bod. E, Scarf signin the preterm newborn, The elbow sas passes he málne. 


of tne body 


If the hospital does not have an intensive care nursery, 
and if the newborn requires a great deal of special at- 
tention, he or she may be transferred to a regional h 
pital that has a high-risk intensive care unit for preterm 
newborns, If it is not possible to transfer the mother 
before delivery, a transport team may be available to 
bring the newborn to the regional center after birth. 
The newborn is given respiratory support as needed, 
given oxygen, kept warm, and protected from poten- 
tial sources of infection. 


Respiratory System. The newborn's respiratory sys- 
tem is not fully mature until after 35 weeks' gestation. 
The presence of surfactant in adequate amounts is of 
primary importance. By 35 weeks" gestation, produc- 
tion of surfactant is usually sufficient to enable the 
newbom to breathe without a collapse of the alveoli 
when the newborn exhales. When surfactant is defi 

cient, the lungs’ ability to fill easily with air is lessened. 
On expiration, the alveoli (air sacs) collapse and the 
exchange of oxygen and carbon dioxide is reduced, 
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resulting in hypoxia, decreased pulmonary blood 
flow, and depletion of the newborn's energy. Because 
of surfactant deficiency, respiratory distress often 
develops in the preterm newborn 

The preterm newbom commonly has irregular 
breathing patterns, referred to as periodic breathing. 
‘A danger of periodic breathing in the preterm new- 
born is prolonged apnea. Apnea is a pause in respira- 
tions longer than 20 seconds, Prolonged apnea can 
cause bradycardia and cyanosis. Weak muscles of 
the preterm newborn also affect respiratory function; 
gastroesophageal reflux can cause laryngaspasm and 
apnea, and the gag reflex is weak. The preterm 
newborn may need respiratory support by intubation 
and mechanical ventilation. Artificial surfactant is 
available to be administered to the small preterm. 
newborn. 

Newborns who are older than 34 weeks’ gestation 
who have severe respiratory distress may be eligible 
for extracorporeal membrane oxygenation (ECMO), 
which serves as an artificial lung outside of the body, 
allowing time for the lungs to heal. High-frequency 
ventilators provide smaller volumes of oxygen at a 
more rapid rate than normal. Very small preterm new- 
bors may be placed on liquid ventilators that recreate 
the fetal lung environment by pumping an oxygenated 
liquid solution to the lungs. This type of technology is 
available in neonatal intensive care facilities and 
improves survival rates of small preterm newborns, 
Nitrous oxide therapy is currently under study to 
replace the invasive ECMO therapy. 

Signs of respiratory distress syndrome (RDS) are re- 
tractions of the chest wall, expiratory grunting, nasal 
flaring, and changes in the respiratory and heart rates 
(Figure 15-5). Tiny nasal and respiratory passages are 
easily occluded by mucous plugs, High concentrations 
of oxygen, and long-term ventilator therapy, necessary 


for initial survival, can result in long-term lung да 
age (bronchopulmonary dysplasia [BPD]). 


Circulatory System. The preterm newborn has a frag- 
ile circulatory system and has a tendency toward per- 
sistent fetal circulation. A low surfactant level in the 
lungs of a preterm newborn contributes to hypoxia 
and low oxygen levels. The transition from fetal circu- 
lation to newbom circulation is a direct result of the in- 
crease in levels of oxygen because the ductus 


oxia. If pulmonary vascular resistance is high, causing 
the ductus arteriosus to reopen, more blood will 
bypass the lungs and further increase hypoxia. 

Fluctuations in blood pressure can cause fluctua- 
tions in cerebral blood flow, and fragile vessels may 
rupture, causing intracranial hemorrhage and result- 
ing in long-term neurologic, cognitive, and neuromo- 
tor problems. Careful monitoring of the heart rate 
and rhythm, skin color, blood pressure, and oxygen 
saturation levels is necessary in the preterm newborn, 
Although acrocyanosis is normal in all newborns, 
cyanosis of the body and face is abnormal, 


Gastrointestinal System. The preterm newborn is able 
to take limited nourishment; however, the digestive 
and absorptive processes are not fully developed 
and are not fully functional until 36 weeks’ gestation. 
As а result, the preterm newborn is unable to 
adequately digest some nutrients, such as saturated 
fats and protein high in casein, because of a decrease 
in bile salts and pancreatic lipase. In addition, the very 
preterm newborn may have weak sucking and swal- 
lowing reflexes. It is important to remember that the 
preterm newborn has a limited stomach capacity and 


FIGURE 15-5 Signe of respiratory dress i the cretemm mentor 
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is subject to gastroesophageal reflux and aspiration; 
therefore, the nurse must be careful in the amount of 
fluid given, including gastric gavage (tube feeding), 
1o protect the newborn from vomiting and aspiration. 
Minimal enteral nutrition (MEN) feedings that provide 
1 mL/hour may be given until the newborn can toler- 
ate regular tube feedings. Nonnutritive sucking (paci- 
fiers) should be provided when newborns are given a 
nothing-by-mouth (NPO) order, Skill 15-1 describes 
the technique of intermittent tube feedings. 

Because of delayed stomach emptying and reduced 
intestinal motility, abdominal distention, rigidity, and 
failure to absorb liquids can occur. Preterm newborns 
are prone to hypoxia, and the intestinal cells damaged 
by hypoxia stop secreting mucus and can be invaded 
by bacteria, which can be fatal. As result of the ische- 
mia of the bowel, the newborn becomes predisposed to 
necrotizing enterocolitis (NEC). Total parenteral nutri- 
tion (TPN) may be required. 

Increased basal metabolic rate (BMR) requires 
increased oxygen supply, resulting їп fatigue and 
inability of the newborn to suck. 


Liver and Metabolic Function, Because preterm 
newborns have reduced glycogen, fat, vitamin, and 
mineral (especially calcium) stores at birth, they аге 
faced with problems of hypoglycemia and hypocalce- 
mia. Some of the clinical signs are twitching, convul- 
sions, and a high-pitched cry. Hypoglycemia in the 
preterm newbom is evidenced by a blood glucose level 
of 30 mg/dL or less. 

T'oor clearance of bilirubin in the liver and reduced 
fluid intake (small feedings) can inhibit the removal of 
bilirubin in the intestines. In addition, the preterm 
newborn is more susceptible to cold stress, which re- 
leases free fatty acids. The excess fatty acids compete 
for albumin-binding sites, which displaces bilirubin. 
More simply stated, the preterm newborn is at a 
risk for hyperbilirubinemia (sce Chapter 16). 

With less time in utero, limited amounts of brown fat 
and glycogen have been stored. This means that when 
the newbom is stressed by chilling, he or she has an 
increased need for energy in the form of glucose. The 
additional need can quickly deplete the newborn's 
glycogen stores, and hypoglycemia can develop. 


To provide nutrition when oral route is ineffective, 


Steps 
71 reed UENIT 


administered by gay 
2 Tube ta notin place verify length of feeding tube: 
(Measure from the tip of the nose to the base of the. 
ear and then down to point between the xiphoid 
umbilicus, 


choking, cyanosis which indicates tube is in 
trachea instead of esophagus.) Securely tape 
tubing to 


cheek. 
4. Connect the syringe to the feeding tube. 
Seis pacte 
& Gently pull back оп the plunger of the syringe to 
te stomach contents, 


7. S (acidic). 
8. Return aspirated contents to stomach. 
9. Abnormal ог! 

should be reported before contin 

10. Connect the barret о езунде othe feeding tube, 

and pinch the tube to prevent air from entering. 


residual veel contents 


11. Pour 1 to 3 ml. of sterile water into the syringe to 
determine tube patency. Pinch tube to prevent air 


from entering. 

12. Pour amount of formula or breast milk 
into the barrel of the syringe. 

13. Release pinching of the tube and allow fluid to 
flow by gravity into the stomach at a rate of 
approximately 1 ml/ minute. Nonnutritive 
sucking can be provided to the newborn. The 
newborn should be stimulated by gently 
touching, stroking, and talking during the 


procedure. 
14, When the prescribed volume is administered, pour 
1103 mL sterile water to flush the tube. 


may be applied and the tube placed 
heart level to avoid back-up of milk from the 
stomach into the tube. 

16. Document the residual gastric contents, amount 
and type of gavage feeding given, and response of 
the newborn. 


17. The newborn is burped and may be propped on 
the right side after feeding, A rolled blanket can 
be used to position the infant, 
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Blood glucose levels of the preterm newborn are closely 
‘monitored. 


Renal System. The preterm newborn's kidneys are 
immature, resulting in fluid and electrolyte problems, 
These newborns have a limited ability to concentrate 
urine or handle large amounts of fluid. Therefore, 
the preterm newborn is at risk for fluid retention and 
 overhydration. Excessive bicarbonate losses may cause 
metabolic acidosis. The preterm newborn has poor 
drug clearance ability resulting from delayed excretion 
of the drugs. Because of this, the newborn receiving 
medications must be closely monitored to avoid toxic 
side effects, 

Radiant warmers and bilirubin lights ean cause loss 
of fluid through the skin. Rapid respiration also causes 
Quid loss from the lungs. Maintaining fuid and 
electrolyte balance is a critical challenge. 


Behavioral States. Preterm infants may not evidence 
the same changes in behavioral states as the term infant. 
The natural reflexes (such as sucking and muscle tone) 
лге weak, and sleep-wake cycles are irregular, 


Immune System. The preterm newborn has received. 
limited passive immunity from the mother, Most of 
the immunity that the fetus receives in utero against 
a variety of infections from maternal immunoglobulins 
occurs in the third trimester, Therefore, the preterm. 
newborn has increased susceptibility to infection com- 
pared with the term newborn. The skin is fragile, and 
the many invasive procedures, such as intravenous 
lines and the use of tape and monitoring devices on 
the skin, increase the risk of infection. If the mother 
had group B streptococcal infection during labor, the 
newborn is at further risk from this infection. To pre- 
vent the spread of infection, staff must complete a 
2- to 3-minute scrub with a hospital-approved solution 
before initiating care in the unit, and the use of tape 
directly on the skin is avoided, 

Nurses who have an infection or who recently cared 
for a patient with an infection should not care for the 
preterm newborn. Sterilization of supplies and equip- 
ment and individual infection control techniques 
(hand hygiene after handling each newborn and before. 
proceeding to next newborn) must be practiced. In ad- 
dition, any preterm newborn who is potentially infec- 
tious should be immediately isolated from the other 
newborns, 


Management and Nursing Care of 

the Preterm Newborn 

The nurse who cares for the preterm newborn must be 
skilled in neonatal intensive care procedures, as well as 
physical and behavioral assessments, and be able to 
recognize developing complications and intervene 
accordingly. 


Temperature Regulation. The maintenance of a con- 
stant neutral thermal environment, discussed in 
Chapter 10, is essential to the preterm newborn's 
survival. Term newborns can modify their body tem- 
peratures by increasing muscular activity and by 
adopting a more flexed position that minimizes heat 
loss; preterm newborns cannot. 

The preterm newborn's heat loss is greater than 
that of a term newborn, and the ability to produce 
heat is limited. The lack of subcutaneous fat, thin skin, 
vessels near the surface of the skin, extended extrem- 
ities (exposing a larger portion of the body surface 
area to the environment), and scant development of 
brown fat, along with an immature temperature- 
regulating center ín the brain, result in thermoregula- 
tion problems in the preterm newborn. In addition, 
decreased glucose reserves and hypoxia prevent the 
increase in metabolism necessary to maintain body 
warmth 

The preterm newborn is usually placed under a 
radiant warmer or in an incubator (Figure 15-6). Also, 
a skin thermometer probe is used to monitor the new- 
bom’'s skin temperature, which will rise or fall before 
core temperature. Promptly responding to changes 
in the skin temperature avoids alterations in the core 
body temperature, 


Skin Care. The preterm newborn is positioned on the 
back with the head of the mattress slightly elevated, 
unless contraindicated, While the newborn is in this 
position, the abdominal contents do not press against 
the diaphragm and impede breathing. It is important 


FIGURE 15-6 The nurse cares for a newborn in an isclerte, which 
provades a neutral thermal envyonment, апел from битсе 
Serge, ana eunplamertal xygen ала humdty 1 needed 
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to position the newborn so that drainage or secretions 
are not aspirated. Propping the preterm newborn on 
the side or placing the newborn prone can decrease re- 
spiratory effort. The newborn should not be left in one 
position for long periods because it may be uncomfort- 
able and could potentially cause atelectasis of the 
lungs. Changing position also prevents breakdown 
from pressure on the newborn’s delicate skin. The 
use of rolled blankets for support (nesting) and com- 
fort and to relieve pressure on bony prominences is 
helpful. A rocker bed is used for the very premature 
newborn in the incubator. A waterbed or sheepskin 
covered with a cloth diaper or light blanket may also 
be helpful. Tape can cause skin trauma and should 
be avoided. 


Hydration, Nutrition, and Methods of Feeding. 
Providing adequate nutrition and fluids to the pre- 
term newbom ів a major challenge to the health care 
team. Early feedings are extremely important in 
maintaining normal metabolism and reducing the 
possibility of hypoglycemia, hyperkalemia, and 
hyperbilirubinemia, 

The preterm newborn has high caloric needs (110 
to 130 kcal /kg/day) and requires more whey protein 

the term newborn. Many institutions use the 
mother’s breast milk or special preterm formula to 
meet nutritional requirements. in addition, the 
preterm newborn may be given supplementary 
vitamins. 

Breastfeeding is possible in small preterm newborns. 
and should be encouraged if the mother has the desire 
and if the newborn demonstrates an appropriate 
suick-and-swallow reflex, If the newborn. cannot be 
put to the breast, the mother can pump her breasts 
(see Chapter 11), and the breast milk can be given to 
the newborn by gavage (see Skill 15-1). Breast milk 
provides immunoglobulins A and G, which can 
protect against some infections such as NEC. 

If newborns have a coordinated suck-and-swallow 
reflex, they may be fed by nipple. The newbom is 
fed in a semi-sitting position and burped alter each 
half-to-full ounce. To avoid newborn fatigue, the 
nipple should be soft and the feeding should take no 
longer than 15 to 20 minutes. The nurse should pay 
particular attention to the newborn's behavior regard- 
ing fatigue and signs of respiratory distress, If the new- 
born is fed by gavage (nasogastric or orogastric tube), 
the nurse assesses for gastric residual by aspirating 
gastric contents; the residual is then readministered 
It is important to put the aspirated fluid back in the 
stomach because the contents contain gastric secre- 
tions, Nutritional intake is considered adequate when 
the newborn gains 20 to 30 g/day. Prolonged gavage 
feedings may result in nipple aversion, which may 
prolong adjustment tn bottle feeding and delay home 
discharge. 


Special Морі tor Bottle Feeding 


А “preemie ripple” should be used for bottle feeding preterm 
newboms to minimize the energy required for sucking, 


After feeding, the nurse places the newborn on the 
right side to decrease the possibility of aspiration and 
facilitate emptying of the gastric contents. 


Fluid Volume, The preterm newborn is monitored for 
hydration and fluid therapy by accurately calculating 
the daily weight and intake and output. When the new- 
born receives intravenous fluids by neonatal infusion 
pump, hourly monitoring is critical because the preterm. 
newborn is prone to dehydration ог fluid overload. Uri- 
nary output should be greater than 1 mL /ky/hour. The 
weight of the dry diaper should be subtracted from 
the weight of the wet diaper to determine urinary out- 
put(] = 1 mL). Diapers should be fastened securely on 
the newborn in a radiant warmer or incubator to pre- 
vent evaporation of fluid on the diaper surface, which 
con result in an inaccurate diaper weight, 


Signs of Dehydration and Overhydration of 
SIGNS OF DEHYDRATION 

* Urinary output less than 1 mL/kg/ncur. 

* Urine specific gravity more than 1.015 

* Weight loss 

* Dry mucous membranes. 

* Poor tissue tuigor 

* Depressed tontanolie 

SIGNS OF OVERHYDRATION 

© Unnary output greater than 3 mL/Kg/hour 
* Urna specific gravity less than 1,001 

^ Ene 

* increased weigh gan. 

* Rajes 


* Intake greater than output. 


COMMON PROBLEMS OF THE COMPROMISED 
NEWBORN 


RETINOPATHY OF PREMATURITY 

Prolonged periods of hyperoxygenation (partial pres- 
sure of oxygen [PaO.] levels greater than 90 to 
100 mm Hg) can be dangerous to the newborn because 
the condition produces oxygen toxicity. Oxygen toxic- 
ity can cause vasoconstriction and leakage in the ves- 
sels of the retina, and retinal detachment resulting in 
retinopathy of prematurity (ROP), previously called ret- 
rolental fibroplasia, which can lead to loss of vision 
or blindness. Other problems common to infants 
weighing less than 1500 g can also cause ROP. 
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A noninvasive monitoring system, such as transcu- 
taneous oxygen monitor, is а method that uses an elec- 
trode to obtain a continuous measurement of PaOs, 
thereby reducing the frequency of invasive blood sam- 
pling. The leads of a pulse oximeter can be attached to 
the newborn's foot, toe, or hand (Figure 15-7). Ал 
alarm sounds with à low perfusion reading, When 
documenting the saturation level reading, the nurse 
should note whether the newborn is in room air or 
receiving supplemental oxygen. The use of the non- 
invasive pulse oximeter enables the monitoring of ox- 
уреп saturation that can avoid hyperoxygenation and 
resulting damage to the retina. However, very prema- 
ture infants may require high levels of oxygen for sur- 
vival and КОР may be a resulting complication, All 
premature infants who have been treated with oxygen 
should have follow-up eye exams after discharge. The 
light on the pulse oximeter lead generates some heat 
and, therefore, the location of the lead should be 
rotated each shift to avoid damage to the thin skin of 
the premature infant. 


BRONCHOPULMONARY DYSPLASIA 
If the newborn continues to receive supplemental 
‘oxygen for a prolonged time, a thickening of the alve- 
ојаг sacs can develop, with the occurrence of atelectasis 
and scarring, referred to as bronchopulmonary dyspla- 
‘tle (BPO). This can result in long-term oxygen depen- 
dence. Therefore, the concentration of oxygen should 
be monitored, and the newborn is weaned from 
supplemental oxygen as soon as weaning is tolerated. 
Preterm newborns who have frequent periods of ap- 
nea are usually placed on an apnea monitor and аге 
carefully observed, Cutaneous stimulation often re- 
starts their breathing. Suctioning, positioning, and 
chest physiotherapy aid in maintaining adequate re- 
spiratory functioning, 


wd i^ 


PATENT DUCTUS ARTERIOSUS 


Because of the underdeveloped musculature or hyp- 
ода, there may be an incomplete closure of the ductus 
arteriosus (patent ductus arteriosus [PDA)) in the pre- 
term newborn. When the ductus remains open, left- 
to-right shunting of the blood in the heart occurs 
because of the added load placed on the left ventricle 
of the heart. This results in pulmonary congestion 
and increased hypoxia. 

Administration of a prostaglandin synthesis inhibi- 
tor, such as indomethacin, can constrict the ductus 
arteriosus and cause it to close. The ductus arteriosus 
may also be closed surgically but not without risks 
to the newborn. If the PDA is not treated, the newborn 
is at ап even greater risk for complications, including 
pulmonary edema and heart failure 


Necrotizing enterocolitis (NEC) is an acute inflamma- 
tory process of the bowel, NEC is a multifactorial dis- 
order that involves bowel perfusion, enteric organisms 
(organisms in the intestine), and nutritional intake, The 
cause of NEC is not clear, but episodes of asphyxia may 
reduce the circulation, causing ischemia and necrosis 
in areas of the bowel. Feeding precedes the onset of 
the symptoms because milk is a source for the organ- 
isms to grow. These organisms then invade the weak- 
ened ischemic bowel. Signs of NEC include distention 
of the abdomen with an increased amount of feeding 
remaining in the stomach (residual . Dimin- 
ished or absent bowel sounds, diarrhea, and occult 
blood in the stools are also signs of NEC. Radiographs 
reveal a bowel distended with air. Free air in the peri- 
toneum is a sign of bowel perforation and requires 
immediate intervention. 

Management includes discontinuing all oral feed- 
ings to give the bowel rest, nasogastric suction, 


FIGURE 15-7 Pulse oximeter. A, А юз wt two sansors apposite esch cineris раса on tha tos or foot of ha newborn A red ight passes from one 
Senger, through the vascu bed ofthe fce or feat, and regitors on tha sensor on the opposite side. B, The oxygen saturation leve in tha 
bloc i shown on tha monitor. which seo aner, the heart rata. The creia cn the foot band indeates the location cf tha senser and sias n ining 


uo tha sensors for accurate readings. An alarm sounds f saturation а lov. 
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intravenous fluids, and broad-spectrum antibiotics. 
Frequent measurement of the abdominal girth (for 
amount of abdominal distention) and abdominal aus- 
cultations for bowel sounds are performed. The main 
indication for surgery is perforation of the bowel, as 
demonstrated by a radiograph showing free air in 
the peritoneum. Surgery may be necessary to remove 
the necrotic areas of the bowel. The newborn with 
NEC is critically ill. 

Breast milk is found to be protective in NEC; there- 
fore, mothers are encouraged to provide breast milk 
for their newborns in the intensive care unit 


INTRAVENTRICULAR HEMORRHAGE 
Intraventricular hemorrhage (МН) is a common type of 
intracranial hemorrhage that occurs in infants born less 
than 32 weeks’ gestation. Potential causes include сар- 
illary fragility, increased cerebral blood flow, and unsta- 
ble blood gas levels. Trauma, hypoxia, and asphyxia 
during the birth process are also implicated in ТУН. 

Nursing management includes elevating the head 
of the bed 30 degrees, frequent monitoring of vital 
signs and blood pressure, and observing for evidence 
of increasing intracranial pressure such as bulging 
fontanelles and seizure activity. The outcome depends 
оп the severity and location of the hemorrhage. 
Gentle handling and a quiet environment are part of 
the care plan. 


PAIN, IRRITABILITY, AND SEDATION 
Studies have shown that preterm and term newborns 
are able to perceive pain. The many necessary invasive 
procedures performed for newborn survival can pro- 
duce pain. Evidence-based studies have shown that 
morphine use in neonates increases positive survival 
responses (Saniski, 2005; Urso, 2007), The newborn 
should be assessed for signs of pain, such as intense 
cry, lightly closed eyes, grimaces, changes in vital signs, 
and lower oxygen saturation. Pain assessment scales 
should be posted in the nursery. Nonpharmacologic 
methods of calming the infant—that is, seif-consoling 
techniques such as providing an enclosed space (nest- 
ing or containment), swaddling ina flexed position with 
опе hand near the mouth, nonnutritive sucking (paci- 
fier), soft voice, music, and rocking, including kangaroo 
care—should be provided (see Chapter 10). Sucrose 
pacifiers have been found tobe an effective pain reliever 
in neonates (Slater, Cornelissen, Fabrisi, et al., 2010), 

Preterm newborns may become irritable when in 
pain or hyperstimulated by the environment. Numer- 
ous caregivers, frequent unpredictable interruptions, 
the use of nasal catheters, sudden temperature 
changes, monitor alarms or pagers, and drug sensitiv- 
ities are other reasons for preterm newborns to demon- 
strate irritability. 

Sedatives do not relieve pain and often reduce the 
ability to express pain. Sedatives are usually used in 


the intubated preterm newborn to prevent pneumo- 
thorax and other complications when a newborn 
“fights” the ventilator settings. Patient-triggered venti- 
lation technology can reduce the need for newborn 
sedation. 


The organizational phase of brain development 
starts in the second trimester of pregnancy and con- 
tinues through the neonatal phase of the preterm in- 
fant. Drugs that may be neurotoxic may affect brain 
growth and organization in the newborn and could re- 
sult in long-term neurologic deficits. Diazepam is 
rarely used in the newborn because it increases the risk 
for kernicterus, Midazolam is a benzodiazepine that 
has been shown to cause dyskinetic movements and 
cerebral hypoperfusion that can lead to neurotoxic 
responses, Chloral hydrate can cause hyperbilirubine- 
mia and has been shown to result in central nervous 
system depression, arrhythmia, and kidney failure, 
Morphine has been shown to be safe and effective 
for infant pain relief, Current assessment tools have 
been developed to monitor depth of sedation in 
neonates (see Chapter 10), 

The pain scale used in the facility should be posted, 
and pain scores should be documented as the “fifth 
vital sign” when vital signs аге assessed. 


DEVELOPMENTALLY SUPPORTIVE e 


Developmentally supportive care is the integra- 
tion of technology with sensitive, family-centered, 
hands-on nursing care. A developmental care plan 
can be established to promote growth and develop- 
ment based on the needs and responses of the preterm 
newborn. Occupational therapists, physical thera- 
pists, and speech pathologists can contribute to the 
preventive care of preterm newborns by providing 
periodic assessments of the newborn’s responses, 


UNIT VII. Complications of Childbearing 


Developmental care of the preterm newborn includes 
protecting his or her quiet sleep state, organizing care 
interventions to conserve the newborn's energy, and 
maintaining flexibility of care when the newborn's re- 
sponse indicates a rest is needed. If newborns must be 
awakened for care, soft whispers and touches can 
help them make the transition from deep sleep to 
the wakefulness state. 

Parents are kept informed and participate in bond- 
ing techniques such as kangaroo care (Skill 15-2; see 
also Figure 10-4); siblings and grandparents are also 
recognized and respected. Enabling the face to face 
(en face) position during caregiver interaction and 
using mobiles during alert states promote neural de- 
velopment. The newborn's visual field should support 
developmental tasks when he or she is in the alert 
phase and restfulness when he or she is in a relaxed 
or pre-sleep phase. The preterm newborn's eyelid pro- 
vides little protection to the retina of the eye from light 
sources ín the unit. Isolette covers can protect the 


Kangaroc 


— 


newborn's eyes from direct light and also help provide 
а circadian rhythm that is important for growth and 
development and adaptation to home care and healthy 
sleep cycles. Self-consoling is encouraged by position- 
ing the infant with the hand near the mouth and using 
pacifiers and nesting (Figure 15-8). 

An increase in blood pressure, bradycardia, and ag» 
itation is an indicator of pain in nonverbal newborns, 
and any pain relief medication should be documented. 
Nurses can assist parents in identifying the cues or sig- 
nals offered by the newborn that interaction is appro- 
priate and avoiding overstimulation of the newborn by 
а well-meaning parent who may be trying too hard to 
obtain a response. The newborn learns to communicate 
through interactive experiences. Prolonged separation 
of the preterm newborn from parental care may further 
predispose the newborn to later developmental delays, 
including speech development. 

Parents of preterm newborns or compromised new- 
borns need teaching, guidance, and emotional support 


Cice us SLE 


To maintain skin-to-skin contact to promote warmth 
and bonding. 


Steps 

1, Explain the rationale and principles of care to the 
parents. 

2. Provide a comfortable chair and privacy. 

3. Have parent wear a gown open in the front, with 
chest bare. 


The mother provides kangaroo care for her preterm newborns: 
‘Kangaroo care for intubated preterm newcoms is also fe 


4. Remove newborn's clothes, except for a clean 
diaper. 

5, Place newborn in a vertical position between the 
mother’s bare breasts. 

6. Wrap the parent’s gown over the baby. 

7. Place a blanket over the newborn. 

8. Monitor the newborn’s temperature, 

9. Document the responses of mother and infant. 


This newborn в responding positively lo kangaroo care wih tha father; 
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FIGURE 16-8 Nesting. An onciosed spaco bounded by omad variet 
тойд encircing the preterm newborn provides a calming, supportvo 

муу, also caled containment. The nowbom may or may not be 
наза whan places in nesting 


from health care providers. Family members may not 
be prepared to accept а preterm newborn, and they 
should be allowed to grieve the loss of their expected 
normal newborn. They need to work through their 
emotions and feelings of guilt. They should be encour- 
aged to begin the process of attachment to their new- 
bom, which will take understanding on the part of 
the nurse. The nurse must offer continued assistance 
and support to the family and must prepare the family 
for the newborn's limited ability to respond because of 
all of the sophisticated medical equipment used in the 
newborn's care, Also, the nurse should provide expla- 
nations to the family conceming the preterm new- 
born's physical development and remain close to the 
family on their initial visit. The family should be 
encouraged to visit the newborn frequently and to call 
as often as they desire (especially if they live far from 
the hospital). 

1t is difficult for some parents to face the realiza- 
tion that they have a preterm newborn who needs 
special care and accept that they had no control in 
giving birth to a less than full-term newborn. After 
the initial attachment, they face the problem of learn- 
ing about the newborn's special саге needs. The two 
components of the maternal-newborn interaction 
that are most affected by having the preterm new- 
born ín the high-risk nursery (separated from the 
mother) are the sensory or touch component and 


the care-taking component. Parents should be en- 
couraged to touch, hold, and care for (feed) their 
newborn. Maintaining touch and participating in 
care as much as possible are important for parents. 
Kangaroo care can be given by either parent and 
helps stabilize the newborn and increase attachment 
(see Skill 15-2). 


COMPLEMENTARY AND ALTERNATIVE MEDICAL. 
THERAPY AND THE PRETERM INFANT 


Aromatherapy is the use of scent to alter behavior. An 
article of clothing with the mother's odor placed 
near the newborn in the incubator may provide a 
soothing effect. Research is ongoing conceming 
the use of peppermint as а respiratory stimulant, 
chamomile to prompt regular sleep cycles, and spe- 
cial herbs for analgesic properties. 

Kangaroo care, or skin-to-skin contact of the newborn 
on the parents naked chest, has evidence-based 
positive effects on newborn oxygenation, thermo- 
regulation, and stabilization of vital signs, in addi- 
tion to fostering the bonding process, 

Music therapy involving soft lullabies can be soothing 
and has shown a positive influence on nonnutritive 
sucking, 

Massage—gentle touch, with or without stroking— 
can regulate sleep patterns and reduce motor activ- 
ity. See Chapter 21 for further discussion of comple- 
mentary and alternative medical therapy. 


HOME CARE 


Discharge criteria usually include the newborn's abil- 
ity to maintain body temperature, cry when hungry, 
and gain weight. Before discharge, the parents should 
have the opportunity to care for their newborn with the 
guidance and support of the nursing staff. Rooming-in 
can help familiarize the parents with the newborn's 
nighttime behavior. Feeding techniques, breast pump 
ing, and milk storage are reviewed. Information con- 
cerning bathing, diapering, dressing, and wrapping 
is offered. Bonding behaviors should be reinforcec 
and community resources with telephone number. 
and support group referrals given to the parents. New 
born cardiopulmonary resuscitation techniques ar 
reviewed with parents. 

Some fragile newborns may require home trea 
ment with oxygen therapy, apnea monitors, tub 
feedings, or suctioning. The home health nurse is 
key link in the interdisciplinary health care tear 
in the discharge and home care of the preter 
newborn, 

Parents are often anxious about taking home the 
preterm newborn. The home care nurse must fam 
larize the parents with the newborn's care. The nur 
discusses the newborn's behavioral patterns ai 
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helps the parents establish realistic expectations 
about the newborn's catchup development. By 2 
years of age, most prematurely born infants catchup 
to the appropriate developmental level. After dis- 
charge, a nursing staff member can extend the 
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hospital interest in the newborn by follow-up tel 
phone calls (see Chapter 18). The social servi 
department may be of help in ensuring that the han 
environment is satisfactory and that special neec 
are met. 


* Accurate assessment of gestational age and size can alert 
health care providers to specific problems related to. 
prematurity and postmaturity, The Ballard scoring system 
uses physical and neuromuscular signs as criteria to score. 


‘maturity. 

* SGA newborns usually show physical characteristics, 
that suggest IUGR. They often appear long and thin 
because adipose tissue and muscle mass over cheeks, 
‘buttocks, and thighs are diminished, However, their 
‘behavior is impressive in relation to their size. They usually 


ot vigor and well-being may ba misleading. The wide-eyed, 
ert facial expression may be caused by chronic hypoxia. 

* The LGA newbom is large and may welgh 4000 g (8 lbs, 
19.02) or more at birth, If delivered vaginally, the newborn 
may incur injury (e.g., shoulder dystocia or fractured 
clavicle). LGA newborns are often sluggish and hypotonic. 
Large newboms from non-diabetic mothers аге 
‘symmetrical and referred to as LGA; large newboms from 
diabetic mothers have hypertrophied organs and fat 
deposits but the head and length are normal. These infants 
are called macrosomic. Both are large and are prone to 
birth injury and hypoglycemia, 

* The postterm newbom is bom after 42 weeks’ gestation. 
The newborn has ne lanugo or vernix, and the skin is dry 
and peeling. These newborns are at risk for hypoxia, 
‘meconium aspiration, and asphyxia as а result of placental 
deterioration. 

* The preterm newbom js опе bom before 38 weeks’ 
gestation. Ав a result of immature body systems, the 
preterm newborn may have potential problems, including 


* Late preterm infants are born affer 34 weeks and before 
38 weeks of gestation and may look like full-term 
infants but have needs and problems similar to preterm 
infants, 

* The preterm newborn has а high caloric need and 
requires more protein than the term newborn. Breast milk 
has been shown to reduce infections in the preterm 
newborn. Some preterm newboms do not have а. 
coordinated suck-and-swallow reflex and are fed 
by gavage. 

* NEC is an acute inflammatory process of the bowel. The 
bowel develops necrotic patches. The necrosis results. 
‘from hypoxia, ischemia, and bacterial action on Weakened 


bowel tissue after feeding begins, Signs of NEC include 
distention of the abdomen, diminished or absent bowel. 
‘sounds, and diarrhea. 

* interventricular hemorrhage. bronchopulmonary 
Ийе e BOR Ut cree би Cen 


‘complicate prematurity. 

* Parents of at-risk newborns need support from the nurse 
‘and other health care providers. The parents must 
understand the special needs of their newborn. Technica 
‘equipment should be explained to them, and they 
should be encouraged to bond with their newborn, such 
de sing A hokia De hE аб, 


FF 
‘blood glucose level of 40 mg/dL or less; in the preterm. 
newborn, levels are 30 mg/dL or less, 
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‘would be considered: 
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2. Physical characteristics of the postterm newbom may 
Include: (Select ай that apply.) 


3. Retinopathy of prematurity (ROP) is primarily caused by: 
1, Oxygen toxicity 
2. Hypoglycemia 
3. Heat loss 
4. Hyperblirubinemia. 
4. Thenurseis caring for a newbom diagnosed with thickening 


5 E 
preterm newborn demonstrates the need for further 

education? 

1, "Preterm newboms may become (таре when 
hyperstimulated by the environment." 

2. "Preterm newboms are unable to percelve pain." 


ST pres neon CAN Da Dealio a tra back 
with the head of the mattress slightly elevated. 
4. "The preterm newbom has high caloric needs.” 


6. Most prematurely born infants catchup to the appropriato 
developmental level by: 
1. 6 months of age. 

2. 12 months of age 
3. 18 months of age 
4. 24 months of age 


7, Management of necrotizing enterocolitis (NEC) includes 
which intervention(s)? (Select all that apply.) 


F 
‘weeks’ gestation, weight 1.4 kg (3 Ibs). She is. 
tout td e exresang how Ws ро. 
forward to a *normal baby gi.” What approach 
wil you take with the woman as you assist her 
in providing newborn care? 
2. Awoman gave birth to a 4.4 kg (9 Ibs, 11 oz) boy, She had 
deliver 


Objectives. 

1. Define key terms listed. 

2. Discuss the prenatal diagnosis of Down syndrome, 

2. Recognize three gente inborn errors of metabolism, 

4. Compare the metabolic disorders hypoglycemia, maple 
syrup urine disease, hypothyroidism, and phenvikotonuria: 
their effect on the newborn; and the nursing Implications 

8. Describe common congenital anomalies. 

@. Interpret signe associated with elevated bilirubin in tne. 
newborn, 

7. Explain the nursing interventions used in phototherapy. 

8. Articulate the principios of newbom resuscitation. 

9, Outine the common respiratory problems in the newborn. 

10, Characterize tho effect of maternal diabetes on the 
newoom, 


Key Terms. 

galactosemia (gi ü g. Sg. me. . p. 323) 
hemolysis (hS-MOL+-sis, p. 329) 
hyperglycemia (n-pér-g/-SE-m&-&, p. 336) 
hypoglycemia f ph. . SSE . A. p. 332) 
Infants of diabetic mothers (IDMs) (p. 336) 
Kemictorus hes: Nerds, p. 329) 


11. Outine six problems of infants bom to mothers wit 
diabolos төй. 

312. Explain factors responsible for newborn sepsis, and state 
the nurse's role in reducing the risks, 

13. Discuss the nursing assossment that would lead the nurse 
10 suspect newbom sepsis. 

^, еліту the defects involved in the tetralogy ot Fallot and 
‘common manifestations. 

16. Compare the alteration of blood flow of cyanolic and 
noncyanatic congenital heart defects. 

18. Explain the pathophysiology of noncyanotic congenital 
heart defects, 

17, Describe care of the nawbom who has neonatal 
abstinence syndrome. 


macrosomia (mak-10-SO-m8-8, p. 330) 

meconium aspiration syndrome (MAS) (mó-KO-n&-om, 
p. 334) 

neonatal sepsis (n6-O-NÀ-M, р. 337) 

phenylketonurla (PKU) don. d. cs. o N fe. d. p. 322) 

phototherapy (p. 330) 


Genetics is the scientific study of the transmission of 
characteristics from parent to child (see Chapters 1 
and 3). Genetic defects are common causes of acute 
and chronic conditions that manifest during fetal lif 
immediately after birth; or during childhood, adoles- 
cence, or adulthood. An understanding of human ge- 
netics, including genetic challenges, disorders, and 
technology, is an integral part of maternity nursing 
and medical obstetric practice. 

Birth defects, abnormalities that are apparent at 
birth, occur in 3% to 4% of all live births. The rate is 
even higher if the defects that become evident later 
in life are counted, An abnormality of structure, func- 
tion, or metabolism may result in a physical or mental 
disability, may shorten life, or may be fatal. Box 16-1 
shows the system of classification of birth defects. Ве- 
cause these disorders include so many conditions, it is 
necessary to limit the number discussed in the chapter 
and to piace others in relevant areas of the text (see the 
index for specific conditions). Defects that are mani- 
fested later in life are discussed in pediatric textbooks. 
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Defects present at birth often involve the skeletal 
system; limbs may be missing, malformed, or dupli- 
cated. Some abnormalities (e.g. congenital hip dyspla- 
sia) are more subtle, and the nurse must be alert to 
detect them. Inborn errors of metabolism include a num- 
ber of inherited diseases that affect body chemistry. 
‘There may be an absence or a deficiency of a substance 
necessary for cell metabolism, The deficient substance 
is usually an enzyme. Almost any organ of the body 
may be damaged. Examples of inborn errors of metab- 
olism include cystic fibrosis and phenylketonuria 
(PKU). In disorders of the blood, there is a reduced or 
missing blood component or an inability of a com- 
ponent to function adequately. Sickle cell disease, thal- 
assemia, and hemophilia fall into this category, 
Chromosomal abnormalities number in the thousands, 
Most involve some type of mental retardation, and 
others are incompatible with life- The newborn with 
Turner's syndrome or Klinefelter's syndrome may 
have impaired physical growth and sexual develop- 
ment. Perinatal injuries have many causes and are seen 
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* Thalassemia 
* Defects of white оо cells and immune dene 


‘CHROMOSOMAL ABNORMALITIES 
ck et ire dere ad some combination of 
mental retardation nd 


“Topics сколиоз v mi crap. More datala аслас of of сойку 
var be Cg ar спаси wre ra u 


in various forms, the most common of which is prema- 
ture birth. 

Аз the March of Dimes Foundation (2007) points 
out, "Few birth defects can be attributed to a single 
cause. The majority are thought to result from an inter- 
play between environment and heredity, depending 
оп inherited susceptibility, stage of pregnancy, and de- 
gree of environmental hazard.” Newborns with birth 
defects may need to remain in the neonatal unit for 
an extended time for intensive care and treatment. 
Screening tests are performed prenatally to detect 
many genetic defects and, in some cases, enable appro- 
priate treatment before or immediately after birth (see 
Chapter 5) 


The human body is made up of 23 paired chromo- 
somes, with one pair from the mother and one pair 
from the father. These chromosomes contain deoxyri- 
bonucleic acid (DNA) and olher complex proteins. 
An abnormal chromosome number or arrangement 
can cause a congenital defect. Sometimes an extra chro- 
mosome is present or a chromosome is broken or miss- 
ing The resulting imbalance can provide the newborn. 
with too little or too much genetic material. As the em- 
bryo grows, the scrambled genetic information may 
translate into various types of congenital defects. 


Trisomy 21, also known as Down syndrome, is one of 
the most common chromosomal syndromes, occurring. 
in 1 in 600 to 500 live births (Gabbe, Simpson, & Niebvl, 
2007). И affects all races and economic levels equally. 
Down syndrome often results from having an extra 
chromosome (usually chromosome 21) and is called 
trisomy 21 because it was first identified with this 
chromosome. Occasionally, the extra chromosome 21 
is attached to another chromosome in the 

sperm, which can create a translocation (an alteration 
їп location). The translocation in either parent greatly 
increases the chances of having another child with 
Down syndrome. Mothers older than 35 years are 
at the greatest risk of having a Down syndrome 
newborn. 

The American Academy of Pediatrics recommends 
screening of all pregnant women for Down syndrome 
in the first trimester of pregnancy, First trimester 
screening includes ultrasound assessment of the thick- 
ness of the fetal nuchal fold (called nuchal translucency). 
An ultrasound demonstrating absence of the nasal 
bone (Cicero, Ау ош, Rembouskos, et al., 2006) and 
a second trimester “quad test" involving blood testing 
of alpha-fetoprotein (AFP), human chorionic gonado- 
tropin (hCG), unconjugated estriol (UE), and inhibin 
А (a placental hormone) are additional screening tests 
for Down syndrome. A low AFP or a high hCG and 
inhibin A, with a low UE, may indicate a high risk 
for Down syndrome for the developing fetus, A test 
of pregnancy-associated plasma protein А (PAPP-A) 
may also indicate a risk for Down syndrome, Positive 
tests in the first or second trimester may indicate а 
need for amniocentesis to confirm the diagnosis, 

Characteristics of the Down syndrome newborn are 
most noted in the craniofacial features (Figure 16-1), 
The eyes have an slant because of an epi- 
canthal fold, speckles known as Brushfield’s spots 
are seen in the iris, the nose is small with a wide nasal 
bridge, and the ears are low set. The tongue appears 
large and protrudes from the newborn's mouth, fin- 
gers are short and broad, often there is an unusually 
wide space between the first two toes, and a single 
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FIGURE 16-1 Down syndrome. A, The typica! facial appearance of s newborn with Down syndrome showa the upward slant of he conha fold ol 


"he вучо. protruding tongue. and short. ck neck. В, Tho straight simian crwase inthe palm of hè h 


ә a урса finding т chidren with 


Down syndrome, ©, The short fh finger а typical tinding in children weh Down syndrorne. The Up of the fh finger does not extend o the distal ont 


ol the adorning inger. 


palmar crease (simian crease) may be present. Rela- 
tively common internal anomalies in trisomy 21 new- 
boms include heart defects and duodenal atresia. 
Mental retardation is exhibited, with the mean IQ of 
approximately 50 (range: 25 to 70). Females are fertile; 
however, it is rare for males to be fertile. 

At birth, these newborns are usually hypotonic 
(limp and flaccid) and may have feeding difficulties. 
They also have increased susceptibility to respiratory 
tract infections. Parents need guidance in feeding 
and preventing infections and encouragement to 
stimulate their newborns developmentally. Children 
with Down syndrome are usually very affection- 
ate, Parents should be encouraged to join a support 
group for parents of children with Down syndrome. 
Developmental disabilities, including mental retar- 
dation, are common, with hearing and speech diffi- 
culties that complicate efforts at education. Cardiac, 
orthopedic, and thyroid dysfunction are also com- 
mon. Alzheimer's disease often develops early in 
the third decade of life, and an altered immune re- 
sponse increases susceptibility to respiratory and 
dental infection. 


INBORN ERRORS OF METABOLISM 


Inborn errors of metabolism do not always manifest 
symptoms at birth. Screening tests for specific errors 
of metabolism are required by law in most states. It 
is important for early identification so that treatment 
can be started as soon as possible to minimize effects 
оп the newborn. 


PHENYLKETONURIA 
 Phenylketonuria (PKU) is an autosomal recessive inher- 


ited inborn error of phenylalanine metabolism that oc- 
curs in 1 in 15,000 live births (Trahms, 2008). It is 
caused by the faulty metabolism of phenylalanine, 
an amino acid that is essential to life and found in all 
protein foods. The hepatic enzyme phenylalanine hy- 
drolase, which is required to convert phenylalanine 
into tyrosine, is missing. Asa result, when the newborn 
ingests protein (found in milk and all protein foods), 
phenylketones accumulate in the blood and can rise 
as high as 20 times the normal level. Its byproduct, 
phenylpyruvic acid, appears in the urine within the 
first weeks of life. These phenylketones accumulate 
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in the brain and cause irreversible brain damage, 
resulting in severe mental retardation. Early detection 
and treatment are essential because by the time the 
urine test is positive, brain damage has already oc- 
curred. The newborn appears normal at birth but be- 
gins to show delayed development at approximately 
d to 6 months of age. The newborn may show evidence 
of failure to thrive or have eczema or other skin condi- 
tions, Characteristically, these newborns have an un- 
usual musty odor to their body and in their urine, 

А diagnosis is made by the Guthrie test. Blood is 
obtained from a simple heel prick, and a few drops 
of capillary blood are placed on а filter paper and 
mailed to the laboratory for screening, It is recom: 
mended that the blood be obtained after 48 to 72 hours 
of life, preferably after ingestion of proteins, to reduce 
the possibility of false results. All states in the United 
States require that the test be performed in all new- 
borns before they leave the nursery, but, because of 
early discharge, the test is often repeated after dis- 
charge. The newborn can be tested at home by a public 
health nurse or at the physícian's office or clinic. Con- 
firmation of the diagnosis requires quantitative eleva- 
tions of phenylalanine compound in both blood and 
uring, The nurse must stress to the mother the impor- 
tance of the return visit of the newborn to the physician 
or clinic for the repeat testing. 

Since the development of newborn screening for 
PKU, several women who had been diagnosed with 
PKU in thenewborn period and then were treated with 
а phenylalanine-restricted diet have grown up not suf- 
fering the damages of untreated PKU. However, new- 
borns born to women with PKU who do not follow the 
restricted diet during pregnancy have teratogenic ef- 
fects if high concentrations of phenylalanine are circu- 
lating in the mother's blood. Congenital heart defects, 
microcephaly, and mental retardation are the most 
commonly seen effects, Therefore, for these women, 
following dietary restrictions from conception (espe- 
cially during embryonic development) is critical, 

The newborn diagnased with PKU is fed а special 
formula (Lofenalac) that has had the phenylalanine re- 
duced or removed, Phenyl-Free is given to children, 
and Phenex-2 is given to adolescents, The goals of 
the diet are to provide enough exsential proteins to 
support growth and development while maintaining 
phenylalanine blood levels between 2 and 10 mg/dL. 
А phenylalanine level less than 2 mg/dL may result. 
in growth retardation, and a level greater tham 
10mg/dL can result im significant brain damage. 
Levels are monitored throughout childhood, 

A dietitian should be consulted for parental guid- 
ance and support in maintaining the dietary regimen. 
This attention is especially needed for the school-age 
child and the adolescent: The intake of most meat, 
dairy products, and diet drinks needs to be restricted, 
and protein intake is restricted to that required for 


basic growth, The milk substitute can be flavored with 
а fruit powder or a chocolate substitute, which can in- 
crease the child's compliance. Aspartame, a sugar sub- 
stitute, must be avoided. Genetic counseling is 
important for future family planning, 


Golactosemia is an inborn error of metabolism that oc- 
curs in 1 in 53,000 live births (Tarini & Freed, 2007). The 
newborn has a deficiency of the enzyme necessary to 
convert galactose to glucose, resulting in an increased 
amount of galactose in the blood (galactosemia), liver, 
brain, kidney, and urine (galactosuria), An early diag- 
nosis is important so that a milk substitute can be pre- 
scribed because galactose is present in milk. 
Galactosemia can be detected by measuring blood 
levels of galactose, and screening of all newborns is 
performed in most states across the United States. Fall- 
ure to thrive, cataracts, jaundice, cirrhosis of the liver, 
sepsis, and mental retardation are manifestations of 
untreated cases, Therapy consists of eliminating galac- 
tose from the diet and providing lactose-free formula, 
such as Nutramigen, Because breast milk contains lac- 
lose, breastfeeding must be discontinued. Medications 
that contain lactose fillets as inactive ingredients also 
must be avoided. Parents and children often experi- 
ence frustration and anxiety and must be educated 
and supported in following this dietary program. 


HYPOTHYROIDISM 

Congenital hypothyroidism is the result of an inborn 
error of metabolism caused by a maternal iodine defi- 
ciency or the use of antithyroid drugs by the mother, It 
‘occurs 1 ín 4000 live births (Palma-Sisto, 2004). Thyrox- 
ine (Tj) is measured from a drop of blood obtained 
from heel stick at 2 to 5 days of age. If not treated with 
thyroid replacement, the infant may develop hypo- 
thermia, poor feeding, lethargy, jaundice, and cretin- 
ism. The infant has a large protruding tongue, thick 
lips, and a generally dull appearance, 

An important note is that one blood sample can be 
used to test all three metabolic disorders: PKU, galac- 
tosemia, and hypothyroidism. The screening test for 
hypothyroidism is mandated in all states across the 
United States and is often performed before discharge 
from the nursery. Early diagnosis and treatment are es- 
sential to maintain normal physical and mental growth 
and development. 


MAPLE SYRUP URINE DISEASE 
Maple syrup urine disease is a disorder of amino acid 
metabolism in which the amino acids leucine, isoleu- 
cine, amd valine cannot be metabolized because of 
missing enzymes. Elevated levels of leucine can cause 
cerebral edema and central nervous system (CNS) 
symptoms such as seizures. Body fluids have a sweet 
odor, similar to maple syrup. Some states require 
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routine screening of all newborns for this condition. 
(see Chapter 9). Nursing responsibilities include ейи- 
cating the family concerning strict dietary and exercise 
limitations throughout the infant's lifetime. 


COMMON CONGENITAL ANOMALIES 


Although congenital anomalies are generally treated in 
the pediatric setting, they are usually identified soon 
after birth. The pe a of the newborn with the disor- 
der may have been aware of the condition through 
prenatal testing, or they may be surprised by the birth 
of a newborn who is not completely normal. The fam- 
ily will need a great deal of support and sensitivity 
from the health care providers. Some congenital anom- 
alies are noted in Table 16-1. The nursing student is 
urged to read а pediatric textbook for more detailed 
information concerning the management of congenital 
anomalies in the newborn. 


COMMON ACQUIRED DISORDERS 
HYPERBILIRUBINEMIA (PHYSIOLOGIC 
JAUNDICE) 


ilirubinemia is defined as an abnormally high 
level of bilirubin in the blood. This condition occurs 
when the normal pathways of bilirubin metabolism 
and excretion in the newborn are altered because of ex- 
cess products (from normal hemolysis), liver immatu- 
rity, delayed feeding (which prevents development of 
intestinal flora), trauma, or cold stress. An increase in 
bilirubin also can occur as û result of cephalhematoma, 
extensive bruising, infections, and acidosis that causes 
a decrease in liver function. Maternal use of sulfa or sa- 
licylates can interfere with conjugation of bilirubin, 
The result is clinical jaundice (icterus neonatorum), 
Which is seen in approximately 60% of term newborns; 
it is even more common in preterm newborns, typi- 
cally occurring after the third day of life. Total serum 
bilirubin levels greater than 12 mg/dL in the term 
newborn usually indicate hyperbilirubinemia. 

The newborn is born with an excessive amount of 
тей blood cells (RBCs) and, at birth, begins to destroy 
the RBCs he or she no longer needs. The infant does not 
need the excess RBCs because he or she is now in an 
atmosphere of higher oxygen concentration than was 
available in utero. Bilirubin inside the RBC is released 
into the bloodstream when the RBC is destroyed. The 
bilirubin combines with albumin in the blood and is 
transported to the liver. Under the Influence of the en- 
zyme glucuronyl transferase, the bilirubin is conju- 
gated into a water-soluble form and excreted 
subsequently into the small intestine; most of it is ex- 
creted from the body in the feces. Some bilirubin is con- 
verted to unconjugated bilirubin, is reabsorbed, and is 
recirculated back into the blood. The amount of biliru- 
bin in the blood is described in milligrams of bilirubin 


per deciliter (mg/dL). When the bilirubin accumulates 
in the blood, it contributes to a condition called icterus 
neonatorum, or physiologic jaundice. The skin and 
whites of the eyes assume a yellow-orange cast. The 
higher the bilirubin level the deeper the jaundice- 
An increase of more than 5 mg/dL in 24 hours or a bil- 
irubin biood level of 129 mg/dL or more requires 
investigation and intervention. 

The bilirubin level in newborns typically peaks be- 
tween 3 and 5 days of age. Therefore, the early dis- 
charge of newborns requires follow-up observation 
within a few days. Conjugation of the bilirubin can 
be inhibited by a lack of bacteria in the intestines or 
а low level of glucuronyl transferase enzyme, The im- 
mature liver may also be slow to take up the bilirubin 
that flows to it; For these reasons, the liver may not be 
able to "clear" the bilirubin from the blood and excrete 
it from the body at a rapid rate, High levels of bilirubin 
in the blood can stain the basal nuclei of the brain, caus- 
ing long-term neurologic problems. This condition is 
called kernicterus. 

Because bilirubin conjugated by the liver is excreted 
by the body via the intestinal tract, the stimulation of 
meconium stool passage is an important part of the 
care plan. The initiation of early feedings enhances 
the passage of meconium and therefore plays an essen- 
tial role in the management of hyperbilirubinemia. 
Colostrum, in breast milk, has a natural laxative etfect, 
and therefore breastfeeding at least 10 times а day is 
recommended for the neonate, Glucose water supple- 
ments should be avoided because little bilirubin is 
excreted by the kidneys and decreased caloric intake 
is associated with decreased passage of stool, allowing 
for the reabsorption of bilirubin before it сал be ex- 
creted, Although there is a factor in human milk that 
may increase reabsorption of bilirubin from the intes- 
tines, this rarely causes a significant rise in serum bil- 
irubin, Some physicians may prefer to feed the infant 
bottled formula fora 12- to 24-hour period to avoid this 
small increase, The mother should be encouraged to 
pump milk from the breast during this short period 
to enable easy return to breastfeeding, 


Assessment and Management of Physiologic 
Jaundice 

All newborns with visible jaundice and all infants un- 
der 35 weeks’ gestation should have serum bilirubin 
levels drawn (Rennie, 2010). The visual blanch test is. 
used to help distinguish jaundice from normal skin 
color. Pressure is applied with a finger over a bony area 
оп the newborn, such as the nose, forehead, or ster- 
num, for several seconds to empty the capillaries in 
that area, A yellow tinge in the blanched area indicates 
jaundice, When pressure is released, the capillaries re- 
fill. The conjunetivae of the eyes and the buccal mucosa 
can also be visually assessed to detect jaundice. Asses- 
sing for jaundice should be done under natural light 
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Common ќа! Anomalies 


‘Management (approximately 
F 
Long-term follow-up, including speech therapy, is necessary. 


Failure of fusion of upper lip (may be unilateral or digte) 
Failure of fusion of hard and soft palate. 
Defect caused by both genetic and environmental factors. 


Esophageal Atresia (Failure of Esophagus to Connect with Stomach) 


\Withhold feeding unti esophageal patency is determined. 
Elevate head of crib to prevent reflux of gastric juices. 


Continue 


Spina Bifida—cont'd 
Occulta: Failure of vertebral arch to close (may have а dimple Prevention includes intake of folc acid in early pregnancy. 
or tuft of hair over lumbosacral region) Protect membrane with sterile cover, 
г Protrusion of meninges, covered by skin or thin Observe sac for leakage of cerebrospinal fd, 


legs. 
 Meningomyelocele: Protrusion of both meninges and spinal Gently handle newbom; position prone or оп side to. 
‘cord; degree of paralysis depends on location of detect prevent trauma to sac. 
Apply sterile dressing and plastic to cover defect to 


prevent drying. 
Prevent infection; koop tree of contamination by urine 
акч» ЭКА Кына ӨНӨ, 


‘are sensitive to latex and must be cared for in a 
oer, len environment. 


Excessive accumulation of spinal fluid in ventricles of brain; Reposition head frequently to prevent pressure sores. 
head enlarged and fontaneles bulging (newborn often cannot move heavy head). 
Setting-sun sign common (whites of eyes visible above iis) Measure head circumference daily. 


vomiting and shri cry. 
Sonar рабте v Hace PM МН umo dec 
(directed from to peritoneal cavity 
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D common congenital Anomalies—cont'ó 


в 
c 
Femoral head and hip improperly aligned Signs and symptoms include limited abduction of the hip, 
May be genetic or involve extended position of hip in utero, asymmetry of the gluteal folds, axtra thigh fold, and a positive 
such as a breech position, resulting in an unstable hip. Barlow and Ortolani test 
Enry signs of dislocation include limitation of abduction (AJ, — X-ray studies are not reliable until bone formation is more 
asymmetry of skin folds (В), and shortening of temur (С) complete 
Treatment may be use of Pavik harness to maintain hip flexion, 
Traction and spica cast may be required, 
Clubfoot 


Talpes ecuinovarus: an abnormal twisting of the foot cut of Early treatments essential before ossification of bone Is complete, 
normal alignment Exercise and casting are the treatments of choice soon after birth. 


Continued 
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Noncyanolic. 

Failure of the ductus arteriosus, connecting the pulmonary 
алеу and the вола, to дове after bith 

Cyanosis does not cocur because blood recirculates to the 
lung and в fully oxygenated when It lows to general 
Grculaton 


Tetralogy of Fallot 
Cyanotic heart defect 
Involves four characteristic defects: a ventricular septal 


defect, aorta positioned over the ventricular septal defect, 


‘stenosis of tha pulmonary valve, and hypertrophy of tha 
left ventricle 

Cyanosis results from venous blood from the right ventricle 
Towing through the septal defect and directly into the 
‘overriding aorta; blood fw to the lungs is decreased 


LA, wi коа. LV. t vertreie RA. туп aora: FV, пут ante. 


Haart defects may or may nat be identified neee. 
Newborn with heart defect may exhibit murmurs, abnormal 
heart rate or rhythm, breathlessness, and fatigue while 


feeding. 
‘Surgery may be postponed unti newborn is physiologically 
stable. 


Monitor closely; observe for respiratory difficulties, cyanosis, 
8 tachypnea, diaphoresis. 
Conserve newbom’s energy to reduce workload on heart. 
E 


be given, 

Eievate newborn's head and shoulders to improve respirations 

‘and reduce cardiac workload. 

Prevent infection. 

Place in knee-chest position lor respiratory distress during "tet" 
attack. 


Management includes corrective surgery. 


FCC 


Tha Newborn at Fisk: Acquired and Congenital Conditions. CHAPTER 16 ш 


because reflections of wall color can influence the ap- 
pearance of skin color (Skill 16-1). The cephalocaudal 
(head-to-toe) pattern of circulation results in a head- 
to-toe progression of jaundice in the newborn so that 
jaundice affecting the head and upper body may be 
а reflection of a lower serum bilirubin level than in in- 
fants who evidence jaundice of the chest and lower 
body. Serum bilirubin levels are taken whenever the 
n levels appear before 24 hours of age. A biliru- 

bin threshold table is available as a guideline in the 
management of infants with hyperbilirubinemia 
(Rennie, 2010). 


Noninvasive Methods of Bilirubin Measurement 
‘The trauma, cost, and inconvenience of obtaining а 
blood sample for serum bilirubin levels can be saved 
by measuring the transcutaneous bilirubin (TcB). 
Hand-held electronic devices such ax the BiliCheck 
(Respironics) measure TcB levels. TcB monitoring is 
а screening tool. Those infants with TcB bilirubin levels 
above 14.6 mg/dL should have serum bilirubin levels 
drawn and referred for further follow-up, 


HYPERBILIRUBINEMIA (PATHOLOGIC JAUNDICE) 
A major cause of hyperbilirubinemia is hemolytic 
disease, in which there is an excessive breakdown of 
RECs of the newborn as a result of maternal antibodies 
passing through the placenta to the fetus in the uterus, 
Isoimmune hemolytic disease, also known as erythro- 
blastosis fetalis, occurs when an Rh-negative mother 
is pregnant with an Rh-positive fetus and transplacen- 
tal passage of maternal antibodies occurs. When 
maternal antibodies enter the fetal circulation, they 
destroy the fetal RBCS. The fetal system responds by 
increasing the RBC production with a marked increase 
in immature RBCs (erythroblasts), A high level of 
maternal antibodies may have developed during a 
previous pregnancy, abortion, amniocentesis, or 
abruptio placentae. A previous blood transfusion with 


Detecting Jaundi 


PURPOSE 


To determine whether a blood test for bilirubin level is. 
Indicated. 


Steps 


e in the Newt 


C m Cle ie f E 


Rh-positive blood would also cause the developmen 
of maternal antibodies. At birth, the newborn wit 
hemolytic disease caused by Rh incompatibility has. 
positive direct Coombs’ test, which reveals the pres 
ence of antibody-coated (sensitized) Rh-positive RBC: 
in the newborn. The indirect Coombs’ test measure 
the amount of Rh-positive antibodies in the mother’: 
blood. If the mother prophylactically receives Rh,(D 
immune globulin (RhoGAM), maternal developmen 
of antibodies to Rh-positive blood greatly decrease: 
(Figure 16-2). Pathologic jaundice, such as that causec 
by Rh incompatibility, is evident before the third day o 
life because the hemolysis begins before birth. 


Pathologic Jaundice 

In pathologic jaundice of erythroblastosis (Rh hemolytic dis- 
вазе), jaundice is evident before t^e third day of Ме, Jaundice 
nati frst evident after tne tnra day of ite is usually caused by 
physiologic icterus neonatorum. 


ABO incompatibility may also cause pathologic 
jaundice. Mothers with type O blood are most likely 
to be involved; however, the hemolysis (destruction 
of RBCs) is much less than with Rh incompatibility, 
Pathologic jaundice also can result from infection, 
hypothyroidism, and biliary atresia. 


of the Jaundiced Newbom 

The goals of management are prompt identification ol 
newborns who are at risk for jaundice (based on thi 
woman's Rh history and antibody levels) and prompt 
treatment to prevent the development of 

staining of the basal nuclei of the brain that results in 
toxicity to the CNS. Newborn hyperbilirubinemia is 
considered. pathologic if clinical jaundice is evident 
within the first 24 hours of life, the clinical jaundice 
persists for more than 14 days, serum bilirubin level 


3. Observe the skin and subcutaneous tissue for 


color as the skin is blanched, 
4 areas of the body at the sternum and below, 
of jaundice increases, the yellow- 
¢ color will be observable in the torso and 
extremities as well as the face. 
5. Document findings. 
6. Report abnormal findings. 
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FIGURE 16-2 Maternal sensitization 


А BY ed od ct (RBC) 


А PRE RRC ol eta with Rh 
antigen on 


- 
Parao 


Ф tenoris of ft RBC 


in newborn. А, During the trst pregnancy tno mother is зоа to the Rh 


producing erythroblastosis 
‘posite (Fn") antigen om tne fetus. B, The mother produces An antibodies to Ino Rh antigen to which she was exposed. С, During a second 
pregnancy, these Rh-poniive antibodies cross tha placenta to the tus and dosiroy the fetal Rh-positve blood cets, Fh", Rh пора) уе. 


rises more than 5mg/dL/day, or the total bilirubin 
level is greater than 12 mg/dL. 

Clinical signs associated with the development of 
kernicterus include temperature instability, poor feed- 
ing, decreased muscle tone, poor Moro's reflex, lethargy, 
high-pitched cry, rigidity, irritability, opisthotonos 
position (arched back), seizures, upward gaze, dark 
urine, and light stools. In preterm newboms, apnea 
and seizures may also occur. 


Phototherapy. Management includes phototherapy as 
the primary treatment of choice for an infant with se- 
rum bilirubin levels above 12 mg/dL (Figure 16-3). 
Exposing the newborn to high-intensity light in the 
ше light spectrum decreases bilirubin levels by con- 

ing unconjugated bilirubin into isomers, called 
— — which is transported to the liver, where 
it combines with bile and is excreted in the feces (with- 
out conjugation by the liver). Some light-oxidized bil- 
irubin is also excreted in the urine. It is important for 
frequent feedings to continue to facilitate the excretion 
process. Phototherapy can be by a bank of 
green ог fluorescent blue lights placed above an incu- 
bator, а fiberoptic blanket attached to a halogen light 
source wrapped around the body of the infant, or a 
fiberoptic mattress attached to a halogen light source 
placed under the infant (Figure 16-4). The newborn re- 
ceiving standard phototherapy will have his or her 
eyes covered by a shield or mask to prevent potential 
retinal damage caused by the lights (Figure 16-5). The 
eye patches are removed, and the newborn is removed 
from the incubator during feeding and short parental 
visits. It is also recommended that the newborn's gen- 
ital area be shielded to protect the testicles and ovaries. 
Surgical masks can be used like a "bikini" diaper to 


FIGURE 16-3 Phototherapy. The bete provides a hühvintensiy, 
narrow band cf ive ight that helps break down excess лэп. A fp of 
а switch slows change rom conventional la Intense phototherapy 
treatment, Noté: the clinica setting, the lant wouid be diapered arly, 
not ду clothed. 


provide protection. t bilirubin measurements 
should be taken q6-12 hours and then again 12 hours 
after phototherapy is stopped (Rennie, 2010). 

Frequent stools occur with rapid decrease in biliru- 
bin and can lead to perineal excoriation; thus, careful 
and frequent cleansing of the newborn's skin is essen- 
tial, Ointment should not be used because it could 
cause a burn to the skin during the phototherapy. 
The newborn should be assessed for dehydration 
and the intake and output accurately monitored. The 
deu bom's temperature is monitored frequently, and 
the newborn's position is changed a minimum of every 
2 hours. 


‘The Newoom at Risk: Acquired and Congenital Conditions. CHAPTER 16. * 


FIGURE 16-4 Phototherapy BiliBed. A, Newborn las on a 
Vanscerent fim over a бше ight source. В, Romper biankat л wich the 
een is wrapped has а ight. porous fabric on the anterior and 
Posterior surfaces. Newton's eyes do not ее Covering, and newborn 
‘ban room wt fne mother dumg ару. 


Advantages of using a fiberoptic blanket or mattress 
method of phototherapy are that the eyes do not have 
to be covered, the newborn is accessible for care and 
interaction, and fluid and weight loss are usually not 
problems, 

If the newborn is to receive phototherapy using 
home equipment, parents are taught how to assess 
the baby and use the equipment (see Chapter 18) 
Breastfeeding may continue, and the infant should 
not be given additional fluids routinely (Rennie, 2010) 


Exchange Transfusion. Treatment by blood exchange 
transfusions may be indicated if the bilirubin level is 
greater than 25 mg/dL within 6 hours of phototherapy 
(Rennie, 2010). 

‘An exchange transfusion is accomplished by alter- 
nately removing a small amount (5 to 10 mL) of the 
newborn's blood from the umbilical vessels and 


replacing it with 5 to 10 mL of donor blood. A ma: 
mum of 500 mL of donor blood is transfused, ar 
the technique results in an approximately 73% € 
change of the newborn's total blood volume, 

The newborn's blood is Rh positive. Because an 
bodies are present in the newborn's blood agair 
the Rh-positive factor, transfusing Rh-positive don 
blood to the newborn will cause the antibodies to d 
stroy the new blood cells and result in an increased b 
irubin level, For this reason, Rh-negative blood is us 
for the exchange transfusion. The Rh-positive an 
bodies will not destroy Rh-negative blood cells, ar 
the bilirubin levels will not increase. The life cycle 
all RBCs is approximately 180 days. Therefore, aft 
180 days, the Rh-positive antibodies are no longer 2 
tive in the newborn’s blood and the Rh-negative bloc 
cells are no longer present, The newborn will produ 
his or her own RBCs, reverting to the Rh-positive bloc 
type the newborn was born with. 

During the procedure, the newborn's vital signs a 
monitored, infection control measures are maintaine 
and the newborn is closely observed for transfusic 
reactions (hypocalcemia), such as jitteriness, conve 
sions, and edema or signs of fluid volume overloa 
Research is ongoing to develop a safe drug that w 
prevent the development of elevated blood bilirub 
levels. 


Administration of RhoGAM. Prevention of erythr 
blastosis by administering RhoGAM to the mother 
routine. An intramuscular injection is given to tl 
Rh-negative mother within 72 hours of delivery of i 
Rh-positive newborn, provided she has not been pres 
ously sensitized. Also, RhoGAM is usually given to tl 
Rh-negative pregnant woman at 28 weeks’ gestatio 
Rh-negative women need to have RhoGAM when tht 
have had an abortion, after an amniocentesis, or whi 
they have bleeding during pregnancy. Fetal blood mi 
leak into the mother's circulation at these times ar 


FIGURE 16-5 This newoom ia i an incubator recowving phototnera 
note the eves covered lor protection, The mother provides gentio tou 
andmaesaga The newberm's posten в changed Көс гї} to expo 
a areas to tre kent 
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* The potanti for Sensitization occurs when an Rh- 
negative woman and an Rh-positive man conceive a fetus. 


stimulate antibody production (Box 16-2). Rophylac, 
approved by the FDA in 2004, is used in many facilities. 
in place of RhoGAM. Rophylac is derived from human 
plasma and has never contained thimerosal (mercury). 
It can be administered IM or IV but cannot be admin- 
istered at the same time as administration of other 
vaccines, 


HYPOGLYCEMIA, 


Blood glucose levels decrease during the first 2 hours 
of life to approximately 50 mg/dL and then start to rise. 
and stabilize. Hypoglycemia (hypo refers to below, and 
glycemia refers to sugar in the blood) is usually based 
on two consecutively low values on blood samples 
taken 30 minutes apart, Plasma glucose levels of less 
than 40 mg/dL indicate hypoglycemia and are consid- 
егей abnormal. Blood glucose less than 25 mg/dL is 
usually treated with intravenous glucose solutions. 
The brain requires a constant supply of glucose, and 
therefore hypoglycemia must be treated promptly. 
Preterm newborns may not have enough stored gly- 
cogen and fat and so may be prone to develop hypogly- 
cemia at birth. Preterm newborns who are admitted to 
the intensive care nursery may be too sick to swallow 
formula and often require gavage or parenteral feed- 
ings to supply their need for 110 to 130 kcal/kg/day. 
Newborns born to diabetic mothers are at risk of hypo- 
glycemia when insulin levels of the newborn remain 
high and glucose levels supplied by the placenta de- 
crease, In fetal life, insulin is secreted by the fetal pan- 
creas in response to the maternal glucose that crosses 
the placenta (see Chapter 4). After birth, the newborn 
has to stabllize glucose levels. Transient hypoglycemia 
most often occurs during the first 24 hours after birth, 
but it may be delayed for up to 72 hours. Any newborn 
who experiences stress at birth, such as asphyxia ог 


cold stress, quickly uses up available glucose stores 
and may be predisposed to develop hypoglycemia. 
Maternal epidural anesthesia may alter glucose ho- 
meostasis in the fetus and also predispose the newborn 
to develop hypoglycemia at birth. 

The most common signs of hypoglycemia are leth- 
argy, hypotonia, jitteriness, poor feeding, tachypnea, 
apnea, sweating, shrill cry, low temperature, and sei- 
zures (Box 16-3). The newborn often demonstrates а 
Combination of these signs. Careful control of environ- 
mental body temperature, establishment of early feed- 
ings, and aggressive blood screening minimize the 
occurrence of hypoglycemia, Testing may be per 
formed by a bedside glucose capillary heel stick 
(Figure 16-6). For guaranteed accuracy of glucose de- 
termination (Chemstick), the alcohol should be 
allowed to dry before the skin is punctured, and the 
first drop of blood should be wiped away with sterile 
gauze before placing a blood drop in the test strip. 
Newer techniques such as using a glucose oxidase an- 
alyzer or an optical bedside glucose analyzer are more 
reliable for bedside hypoglycemia screening. Bedside 
readings less than 40 mg/dL should be verified by lab- 
oratory analysis, Blood samples should be kept on ice 
to prevent RBCs from metabolizing glucose in the 
blood sample, and samples should be sent to the clin- 
ical laboratory promptly. Blood sampling should be 

formed before feedings. Feeding glucose water is 
not recommended because it raises glucose levels, 
which results in elevated insulin production and then 
a drop in glucose levels. Breast milk or formula sus- 
tains blood glucose levels for a longer time. 


RESPIRATORY DISORDERS 


The respiratory system plays a critical role in success- 
ful adaptation to extrauterine Ше, At birth, interrup- 
tion of the fetoplacental circulation requires the 
newborn to achieve effective gas exchange immedi- 
ately. Maturation of the respiratory system in utero 
is essential for extrauterine life. Pulmonary surfactant 
is an antiatelectasis factor located in the alveolar lining 
layer, which provides a low surface tension to the 
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tissues that prevents collapse of the alveoli during 
expiration. 

Common respiratory disorders that manifest during. 
the beginning of extrauterine life include respiratory 
distress syndrome, meconium aspiration syndrome 
(MAS), transient tachypnea of the newborn, persistent 
pulmonary hypertension of the newborn, and sepsis, 


RESPIRATORY DISTRESS SYNDROME 
Respiratory distress syndrome (RDS), also known as hy- 
aline membrane disease, is а major cause of newborn 
morbidity and death. Impaired or delayed surfactant 
appears to play a key role in this condition, and it often 
occursin preterm infants. Hypoxemia occursand causes 
metabolic acidosis, and both contribute to pulmonary 
vasoconstriction. The newborn then has decreased abil- 
ity toexchange oxygen and carbon dioxide necessary for 
perfusion of oxygenated blood to vital organs and for re- 
‘moval of metabolic waste products. 

Newborns with RDS are typically seen initially with 
а combination of tachypnea, nasal flaring, subcostal 
and intercostal retractions, cyanosis, and expiratory 
grunting. Retractions occur as the result of the soft 
rib cage being drawn in on inspiration. The expiratory 


grunt results from partial closure of the glottis during 
an expiration, which is a means of trapping alveolar 
air. Clinical signs of the disorder often occur within 
Lhour of birth. Signs of respiratory distress in the new- 
bom are illustrated in Figure 16-7. Principles of 
newborn resuscitation are reviewed in Table 16-2. 


Prevention and Treatment 
Essential preventive measures for RDS include avoid- 
ing preterm birth (from either elective cesarean birth or 
premature labor). If preterm delivery is necessary, the 
administration of corticosteroids to the mother before 
birth stimulates fetal lung production of surfactant. 
After birth, the severity of RDS may be lessened by 
administration of surfactants by trachea using strict 
sterile technique. Nursing responsibilities include: 

* Weighing the newborn to ensure the proper dos- 
age is administered. 

* Deep suctioning before the procedure to ensure ће 
medication will not be mixed with thick mucus. 
Suctioning is not performed for 2 hours after the 
procedure to avoid removing the instilled liquid. 

» Admi te sedatives as prescribed. 

» Assisting with chest x-ray examinations as needed. 

* Positioning the newborn during procedure. Posi- 
tioning required is often head down, turned in 
specific directions, and held in place for 30 sec- 
onde after each dose is administered, A respira- 
tory therapist should be available. 

* Monitoring the newbom’s vital signs and status, 
Bradycardia, decreased oxygen saturation, and 
poor general color may indicate a pause in the 
procedure is necessary. 

* Monitoring oxygen saturation, vital signs, signs 
of respiratory distress, and signs of cerebral hem- 
orrhage after the procedure. 

Assisted ventilation is given with high-speed jet 
ventilation or a high-frequency oscillation ventilator 
(HFOV), which delivers small volumes of gas at high 
frequencies and limits development of high airway 
pressure, An intermittent positive pressure ventilation 
(IPPV), a continuous positive airway pressure (CPAP), 
high-frequency extracorporeal membrane oxygena- 
tion (ECMO), or nitric oxide inhalation is alsa used. 
Careful assessment and parenteral nutritional support. 
are essential. Documenting an accurate intake and 
output is essential. 


‘Signs of Respiratory Distress in Neonates s o0 
* Pale, mottled skin color 

* Tachypnea and periods of apnea 

* Relractons on inspiration (eubstemal cr intercostal) 

* Flared nares on inspiration 

* Expratory grunt 

+ Decrease response to stimu 
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MECONIUM ASPIRATION SYNDROME. 

The fetal physical response to asphyxia in utero is in- 
creased intestinal peristalsis, relaxation of the anal 
sphincter, and the passage of meconium into the amni- 
otic fluid. When the fetus experiences hypoxia, gasping, 
movements can draw meconium into the fetal airways: 

Interestingly; the passage and subsequent aspiration of 
meconium are rarely seen before 34 weeks’ gestation, 
Meconlum aspiration syndrome (MAS) primarily affects 
postterm newborns and those who have had a pro- 
longed labor and intrauterine asphyxia. The presence 


of thick (particulate or pea soup-like) amniotic fluid in- 
creases the risk for MAS. The key to management of 
MAS is its prevention and, using the skilled team ap- 
proach, immediate routine upper airway suctioning 
at birth as soon as the head is delivered tothe perineum, 
‘After birth, tracheal suctioning should be performed 
when the Apgar score is low and must be completed be- 
fore using positive pressure ventilation. 

When meconium is aspirated, obstruction of thenew- 
born'sairways can occur. Obstruction of the large or up- 
рег airways results in an acute hypoxic emergency. 
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Steps in Newborn Resuscitation 


‘Avoids aspiration of secretions- 


‘Suctioning nose and mouth establishes a patent alway. 


| Provide positive pressure puts of inflation at 40-60 breaths/ 
minute with intant's head in neutral (sniff positon: 


‘Sniff position opens the airway (avoid hyperextension of the 


Presence of meconium in the lungs produces a ball- 
valveaction, in which air is allowed in but cannot escape 
оп expiration. This problem results in overdistention of 
alveoli, which lends to alveolar rupture, pulmonary alr 
leaks, chemical inflammation (pneumonitis), and atelec- 
tasis (incomplete expansion of lungs). With air leaks, 
pneumothorax often occurs, These newborns can have 
extreme acidosis from cardiac shunting and decreased 
perfusion, and extreme hypoxia may result, even with 
100% oxygen concentration and ventilatory assistance. 
Clinical signs of MAS include the skin, nails, and umbil- 
ical cord stained a yellowish green; tachypnea; retrac- 
tions; generalized cyanosis; and metabolic acidosis. 

Prophylactic surfactant therapy may be indicated, 
and chest physiotherapy is usually prescribed. Fortu- 
nately, the use of amnioinfusion (the infusion of sterile 
saline into the uterine cavity to dilute the meconium- 
stained fluid) during Jabor has reduced the severity 
of MAS (see Chapter 7). The nurse should be alert to 
and report abnormal fetal heart rates and meconium 
in the Vaginal discharge of women in labor, and they 
should prepare for the prevention and management 
of meconium aspiration. 


PERSISTENT PULMONARY HYPERTENSION 

OF THE NEWBORN 

Persistent pulmonary hy ‘of the newbom 
(РРНМ) refers to the combination of pulmonary hyper- 
tension and persistence of right-to-left shunting. Blood 
bypasses the lungs by flowing through the foramen ovale 
or ductus arteriosus. PPHN may be present either as a 
single entity or as the main component of MAS, pneumo- 
nia, sepsis, or diaphragmatic hernia. PPHN is also 
known as persistent fetal circulation. Actually, any 
process that interferes with the transition from fetal to 
extrauterine circulation may precipitate PPHN. Mater- 
mal use of aspirin, nonsteroidal antiinflammatory drugs, 
ог general hypoxia is implicated as a contributory factor, 


neck. 
— ben nd тебене on Fd Wi 


When there is a sustained elevation of pulmonary 
vascular resistance after birth, the transition to extra- 
uterine circulation is hindered. When right-to-left 
shunting occurs, hypoxemia results and progresses 
to hypoxia and metabolic acidosis, which cause a wors- 
ening of pulmonary vasoconstriction. ECMO may be 
used. Incubators, ECMO, parenteral nutrition, and 
minimum external stimulation have achieved positive 
results in the treatment of PPHN. 


‘TRANSIENT TACHYPNEA OF THE NEWBORN: 


Transient tachypnea of the newborn (TTN) is seen 
more often in newborns delivered by cesarean birth, 
probably because of insufficient thoracic squeeze 
resulting in retained fetal lung fluid, and in large in- 
fants of diabetic mothers (IDMs). Shortly after birth, 
а transient elevation in respiratory rate occurs in an 
effort to get rid of amniotic fluid in the newborn's 
lungs. Newborns breathing room air will show expira- 
tory grunting, nasal flaring, and mild cyanosis. Respi- 
rations may reach 100 to 140 breaths/minute, It is a 
self-limiting disorder resulting from a slight lack of 
surfactant ora delayed reabsorption of fetal lung fluid, 
The newborn is given oxygen, respiratory support, 
parenteral nutrition, and intravenous fluids because 
the infant is placed on NPO (nothing by mouth) status 
when respiratory rates are increased. Improvement is 
often seen within 48 hours (Figure 16-8). 


INFANTS OF DIABETIC MOTHERS 


Maternal diabetes is a problem for the mother and the 
newborn (see Chapter 13). The effect of diabetes on 
pregnancy depends on the type of diabetes and how 
well itis controlled, Newborns of mothers with long- 
term diabetes may have a deficiency of nutrients as a 
result of decreased blood flow reaching the fetus. 
Hypertension, which occurs more often in diabetic 
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FIGURE 16-8 Oxygen a aamisterec by an oxygen hood. The newborn 
18 accessible for traatmant Without intersting oxygen элу. 


mothers compared with other women, can further 
compromise the uteroplacental blood flow and can 
cause fetal growth restriction and even death. 

А high maternal glucose level can result in a large 
fetus (macrosomia) for the gestational age and an in- 
creased risk for problems at birth. The most common 
congenital defects associated with uncontrolled hypor- 
‘glycemia throughout pregnancy include congenital 
heart defects, tracheoesophageal fistulas, and CNS 
anomalies, Close observation in the first few days of 
life is essential, Infants of diabetic mothers (IDMs) have 
an increased risk of RDS compared with healthy new- 
boms because high levels of insulin appear to interfere 
with the production of surfactant in the lungs, Another 
complication for the IDMs is an increased risk for hy- 
poglycemin after birth. After birth, the maternal glu- 
cose is no longer available; however, the newborn's 
pancreas continues to produce an increased amount 
of insulin (overproduction of insulin), and hypoglyce- 
mia results, For this reason, early and frequent heel 
sticks are performed to assess the newborn's blood glu- 
cose level. A Chemstick determination of less than 
40 mg/dL indicates hypoglycemia in а term newborn, 
Levels less than 30 туй. indicate hypoglycemia in the pre- 
term newborn. Early feedings or intravenous therapy is 
administered to maintain normal glucose levels. If 
hypoglycemia is left untreated, seizures, brain dam- 
age, and death can occur. See Box 16-3 on p. 332 for 
signs of hypoglycemia. 

Polycuthemia (hematocrit level greater than 65%) 
may be a problem with IDMs because these newborns 
often produce more erythrocytes than normal because 
of poor oxygenation during fetal life. Polycythemia of- 
ten results in hyperbilirubinemia as the excessive RBCs 
break down after birth, Hypocalcemia may be a problem 
in response to a long and difficult birth process, and 
the large-for-gestational-age (LGA) newborn may ex- 
hibit tremors. Polycythemia from intrauterine hypoxia, 


combined with an immature liver, can predispose the 
LGA newborn to hyperbilirubinemia. IDM babies may 
have immature lungs and insufficient surfactant at 
birth and so are susceptible to respiratory distress. 
Administration of surfactant by endotracheal tube is 
often necessary. Birth defects may occur if the mother 
had uncontrolled diabetes mellitus during pregnancy. 

ТОМ» can vary in their appearance. The newborn 
may be small for gestational age if he or she experi- 
ences growth restriction in utero because of poor dia- 
belle control and maternal vascular involvement. 
Macrosomia (large newborn) is the result of maternal 
hyperglycemia in which elevated maternal levels of 
amino acids and fatty acids, along with hypergly- 
cemia, cross the placenta, The resulting accelerated 
protein synthesis and fat stores produce the typical 
macrosomia newborn, with a round, puffy face and 
characteristic cushingoid appearance from increased 
subcutaneous fat. The macrosomic infant differs from 
the typical LGA infant who is symmetric in appearance 
and does not have excess fatty deposits and (hypertro- 
phy) enlarged organs (Figure 16-9). 

The risk of birth trauma resulting from macrosomia, 
including cephalhematoma, paralysis of the facial 
nerve (seventh cranial nerve), fracture of the clavicle, 
brachial plexus paralysis, and Erb-Duchenne (upper 
right arm) paralysis, is increased. 


Nursing Management 

‘The onset of hypoglycemia in IDMs is rapid because 
insulin production remains high when the glucose 
supplied by the mother is suddenly cut off. Hourly 
glucose checks should be done, and a level below 
40 mg/dl, should be reported. Early feedings with for- 
mula or breast milk or an infusion of 10% dextrose in 
water may be required. Once the glucose level is stable 
for 24 hours, the normal feeding regimen may be 
resumed, The infant is assessed for signs of respiratory 


FIGURE 16-9 А newborn with macrosomia caused by maternal. 
diabetes mellitus during pregnancy. This nswoom e ed 5 kg 
(ТУ ba) at bitn Newbcrns win macrosomia often have respiratory 
and other problems. 
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distress, hyperbilirübinemia, birth trauma, and anom- 
alies. Education of the mother concerning diabetes 
control and solf-care is essential, 


NEONATAL SEPSIS 


Neonatal sepsis refers to a systemic infection from bac- 
teria in the bloodstream that occurs during the first 
month after birth. Newborns lack immunoglobulin 
M, which protects against bacteria, because that immu- 
noglobulin does not cross the placenta from the mother 
to the fetus, The positive diagnosis of the infection is 
based on clinical symptoms and positive blood culture. 
The infection is usually polymicrobial (ie., caused by 
more than one pathogen). Organisms responsible for 
neonatal infection include Staphylococcus aureus, Stapli- 
Mlococcus epidermidis, Escherichia coli, Haemophilus influ- 
eme, and group В streptococci (GBS), Infection can 
result from transplacental passage of organisms, path- 
gens ascending from the vagina, cutaneous transmis- 
sion as the fetus passes through the birth canal, 
environmental contamination after birth, and health 
care-associated transmission after birth from health 
care providers or invasive procedures performed in 
the nursery, Because of the newborn's limited immu- 
nity and inability to localize infection, it can spread 
rapidly into the bloodstream, and generalized sepsis 
can occur, 

The infected newborn may demonstrate nonspecific 
signs, including poor feeding, vomiting, diarrhea, and 
lethargy; later, the newborn may show cyanosis, jaun- 
dice, and hypothermia. Because of the immaturity of. 
the thermoregulatory center in the brain, the newborn 
commonly has low body temperature with an infec- 
tion; however, newboms may also demonstrate tem- 
perature instability and fever. As sepsis becomes 
more severe, respiratory difficulty and septic shock 
may follow (Nursing Care Plan 16-1), 


Prevention of Neonatal Sepsis 

Prevention of neonatal sepsis starts prenatally with 
maternal screening for sexually transmitted infec- 
tions (STIs). Sterile technique during delivery and 
aseptic technique, maintaining strict standard pre- 
cautions during all hospital care, are essential in 
preventing neonatal sepsis. Mothers with positive 
cultures for GBS prenatally and during labor and de- 
livery are treated with prophylactic antibiotic therapy 
to reduce the risk of neonatal sepsis. Genital lesions 
such as herpes require elective cesarean birth to pre- 
vent the newborn from being exposed to the virus. 
The prophylactic antibiotic treatment of the eyes of 
all newbornsand appropriate umbilical cord care also 
help prevent neonatal sepsis, Laboratory reports are 
monitored, A white blood cell (WBC) count of 
30,000/mm* may be normal in the first 24 hours of life 
in a term newborn, A low neutrophil and high 


immature WBC level may indicate infection. Antibi- 
‘ties such as ampicillin or gentamicin or а cephalo- 
sporin may be prescribed for 7 to 14 days, Placing 
the newborn in an incubator provides isolation from 
others and allows close observation. Home care for 
long-term antibiotic therapy can be initiated, 

Management of the newborn includes cultures of 
blood, urine, stool, spinal fluid, and, in some cases, 
any intravenous fines, Cultures are also taken from. 
an area with suspicious drainage, such as the eyes or 
umbilical stump. Nurses play a crucial role in provid- 
ing education for preventive strategies and in helping 
families cope with their high-risk newborn. 


NEWBORN WITH EFFECTS OF MATERNAL 
SUBSTANCE ABUSE 


The woman who abuses drugs, alcohol, or other sub- 
stances can deliver a newborn with varied physical 
and neurobehavioral manifestations, In addition, new- 
borns may have neonatal abstinence syndrome (for- 
merly referred to as narcotic withdnun!) after birth 
(Box 16-4). The substance-abusing mother is at risk of 
malnutrition, resulting in an infant who is small for ges- 
tational age, or the ne hom may have congenital anom- 
alies if the drug was taken in early pregnancy and 
crossed the placental barrier. The use of cocaine during 
pregnancy Is associated with the development of abrup- 
tio placentae (Table 16-3), When drug use by the mother 
is suspected, a urine specimen may be collected from 
the infant for analysis (Skill 16-2 on р, 340). A pediatric 
urine collection bag may also be applied to a newbom 
to assess accurate Intake and output when indicated. 


THE NURSE AND THE FAMILY OF 
THE NEWBORN AT RISK 


‘The birth of a newborn who has an anomaly, infection, 
or other problem is a crisis for the family. A grief 
reaction may occur for the loss of the anticipated 
"perfect baby.” Parent-newborn attachment may be 
interrupted by incubators, intravenous lines, and ven- 
tilators, Parents may blame themselves, and self- 
esteem may plunge. Parents need support; recognition 
of the problem; and a clear explanation of the problem, 
treatment, and anticipated prognosis. The nurse's role 
is to provide support by helping the parents recognize 
the reality of the problem, establish trust in the health 
саге provider, dispel misconceptions, and mobilize 
family support systems. The nurse must realize that 
some parents, although they are grateful for the expert 
care given to their newborn in the neonatal intensive 
care unit, may be jealous that the nurse is able to 
care for their infant and they cannot. Feelings of inferi- 
ority may influence the nurse-parent rapport. It is 
Important to help the parents participate in the care 
of their newborn while providing positive support 


Scenario. 
demonstrates some 
phi 

the umbilical cord. 


A 1-day-old female newborn has an axillary temperature of39.7 C (1034* F). She had apnea during the first 4 hours of Ме and. 
lethargy. Maternal history reveals premature rupture of membranes (PROMS) 18 hours before birth. Her 
ysician order a chest radiograph, complete blood cell count, and cultures from a large pustule on her chest area and from 


Newborn will be free from signs 
of infection. 


Selected Nursing Diagnosis 


Selected Nursing Diagnosis. 
Risk for infection related to events before. during, or after birth 
Expected Outcomes. Nursing interventions Rationales 
Causative organism(s) willbe Assess for risks of Infection and initiate — Newborn’s defense mechanisms are 
identified and treated, and нш үт isolation and infection immature and overwhelmed. Maternal 
disease process will resolve. control management. ‘source of infection must be identified 
to prevent reinfection. 
Monitor vital signs continuously by ‘Ongoing assessment indicates early c 
mechanical means. ‘making adjustment of treatment possible, 
Calculate and adininister medications at 
the proper route, rate, time, and dose, 
Calculate and administer electrolyte Electrolytes are lost inthe prevence ûf sep 
ements 
Newborn will be protected сыл and sterilize all equipment to be аео осурак nt is minimized and 
from. sure to pati used. Change tubing, lines, or cont . 
from Кыш — humidifiers according to facility's 
staff, or visitors. 


Monitor visitors for signs of illness. 


Inspect umbilical cond stump for signs 
of infection. е 
Note on newborn record if mother has 
Pel етене араку е 
for newborn sepsis. 
Assess for signs of infection such as poor 


feeding, poor muscle tone, pallor, 
eon enis eal aay 


Imbalanced nutrition, less than body requirements related to poor feeding or intolerance 
Expected Outcomes _Nursing Interventions. 


Protects health of newborn by preventing, 


‘exposure to pathogens, 
Ап open wound Is a potential site of 
infection, 


Enables planning for detection or treatment 
of infection. 


Temperature may be subnormal in newborn 


‘sepsis. The nurse must be alert for other 
signs of infection 


Rationales 


Nutritional needs will be met 


Assess for weight loss, vomiting or. 


Caloric loss through vomiting and diarrhea 


Critical Thinking Question 


and maintained. diarrhea, poor sucking ability, large er poor intake will cause weight loss. 
residual if feeding by gavage, 
Initiate oral as soon as possible Breast milk contains natural 
‘with breast milk if appropriate. and offers some passive immunity from 
mother. 
Selected Nursing Diagnosis 
Deficient knoxoled ge related to infection control 
Expected Outcomes. Nursing Interventions Rationales 
Parents and support system Provide videos on infection control and Demonstrations and videos increase 
will be taught effective supervise handwashin ‘understanding of techniques. Written 
infection control measures. — Furnish parents with brochures, information can be referred to when 
informative articles, and up-to-date at home, 
references from Internet 
Parents will state effective Instruct mother to use clean bottle and Мк сап move frum a 
measures to prevent infection nipple for each feeding and not store contaminated nipple into bottle. Proper 
and manage minor Шев, lelover formula. storage and use of formula preparations 
can prevent spoilage- 
Teach mother to consult health care Use of aspirin has been linked to 
provider before medicating newborn. development of Reye's syndrome. Safe 


L А Teday-old newborn has been diagnosed as having sepsis. He is increasingly lethargic and has a poor sucking reflex and 
decreased oral intake. What are the priority nursing interventions? 


dosage of medications for neonates differs 
from that for adults. Neonate is at risk 
for toxic responses. 
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and encouragement. The nurse can use strategies to 
maintain parent-infant attachment whenever possible. 
The nurse should observe the stages of grief as parents 
deal with the reality (denial, anger, depression, bar- 
gaining, and acceptance) and help them toward reor- 
ganization that maintains family cohesiveness and 
communication. Contact with the multidisciplinary 
team should be maintained and community resources 
assessed. 


DISCHARGE PLANNING AND HOME CARE 


Discharge planning for the compromised newborn be- 
gins as soon as the disorder is identified. Questions 
about the mother's situation and home environment 
include: Who makes up the immediate family? Does 
the mother have others to provide support and care 
for her and the newborn? Is there access to a telephone 
for emergencies? Are finances available to cover neces- 
sary newborn therapy? ls a social services referral 
indicated? 

Successful discharge and home care of the new- 
born with a health problem often require a multidis- 
ciplinary approach. The newborn may be transferred 
back from the neonatal intensive care unit to the com- 
munity hospital before discharge to the home, and 
this transfer requires interfacility communication, 
Long-term care may be planned for those newborns 


Maternal Substance Abuse and the Newborn 


PROBLEM. SYMPTOMS INTERVENTION 
Fetal alcohol syndrome (FAS): the most — Diagnosis may bo confirmed by "Provide quiet environment, swadding, 
serous ola range ot disorders caused by Se Ng fatty ncid eth asters Nutritional support, and referral for 
maternal alcohol dung (FAEES) in the meconium of the developmental monitoring: 
/. Fetal alcohol spectrum newborn, 
ddisarders are а range of aflects that — Symptoms nclude allure to thrive (FTT). 
рахе al tel РА, feeding oroblems, CNS dysfunctions, 
elated neurodevelopmental урока, speech and behavior 
Seaver ANNOS. and alcohol-related problems, and mental retardation, 
|. brth detects (А8808. 
Gugdenendentnewoormsrniioryo А! Brih, he newborn maymaniés|  Nung'Riaventions naude snug 
the mother ingesting Welt drugs IUGR, jaundice (heroin ап сосапе swaddlng, with hand near the mouth: 
during pregnancy contributo to eat iver matunty in the — monitoring intake and output; offering a 
fenum and rarely show jaundice}. pacifier; vertical rocking whan infant is 
and withdrawal iritable; protecting skin from excoriation 
‘symptoms are common, with the use of sheepskin or mittens; anc 


maintaining а quiet, dimiy it environment. 
infants of tobacco-dapendent mothers Nicotine reduces the oxygen-cám/ng ^ Nurses must be alert to these signs and 
power ûl hemoglobin, resulting in monitor the newborn closely. 


Deta or Моста Jere. Lown D. & Buen, K (2008) Риза ct ood. 5 
T liras, eee R. 
ROR Tasting to talal exposure о Mc лу: Larg uriicel cor: tame va macani май c Realy 36) 11-14. 

СМ conii recs ejm. UGR талата grow neren 
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Applying a Urine Collection Bag to a № 


ES 


PURPOSE 5. For the male newborn, place the penis ond is 
clinical labora inside the bag before removing the tabs. Apply 
hee = id Fert adnate perean te be 
Steps rectum), not to the scrotum. 
1. Prepare newborn: place in supine position and 
remove diaper. f 
2. Wash genitalia, perineum, and surrounding area; 1. pa. e 
dry ^ (The urine collection bag is 1 


ally аријанци, ter — КЕТ 


в. Apply the anterior adhesive lab to cover genitalia. 
Miam ave e o rad. WEN MN 
openings for urine to leak out of the bag and 
stool to enter. 

7. Carefully and loosely, replace diaper. Diaper can 
be cut; pull the bag through the slit. This allows bag 
tobe visible. 

8. Check frequently for urine. The urine can be 
aspirated with a syringe or drained from the 
bag. 


3, Remove the paper covering on the adhesive tabs of 
the collector bag. 

4. In female newborns, fold bag in half and apply 
smoothly over the perineum (above the rectum), 
extending the tabs to the side. 


For Giris 
9. For small newborns, a cotton ball can be placed 
inside collection bag and urine aspirated from it 


Eos JA LO 
x with a syringe. 
1 10. Remove collection bag, and pour urine into sterile 
container; label and send to laboratory. 
N 11. Clean genitalia and observe for irritation where 
adhesive tabs were attached. Apply clean 
diaper. 
12. Document in medical record that the labeled urine 
specimen was sent to the laboratory, and record 


output. 
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with congenital malformations and some congenital 
infections. 

Discharge of the newborn to the home setting 
requires parental competence. Parents must learn 
normal newborn care and information relating 


to their infant's medical condition. Allowing the family 
members to handle equipment and care for their 
newborn under supervision of the staff nurse helps 
them develop self-confidence, which is particularly 


important if special equipment is needed when the 
newborn is discharged. Follow-up care by the nurse 
practitioner or the pediatrician is essential. Parents 
must be reassured that they can call the appropriate 
nursing staff (high-risk nursery staff), telephone helf 
lines (see Chapter 18), hospital or community clinics 
private agencies with home care services, or other 
community resources when they have questions abou! 
their newborn's care. 


* An abnormal gene can cause a birth defect о! body 
structure, function, or metabolism. Birth defects can also 
result from environmental factors. Identifying the gene. 
involved in the defect is the first step toward developing the 
‘specific treatments. 

* Inherited inborn errors of metabolism include PKU, 
galactosernia, and congenital The same 
(heel stick) blood sample can be used to test for all three 
ol these metabolic disorders in the newborn. 

* PKU is an прот error of metabolism in which the 
newbom cannot process an amino acid called 
‘phenylalanine; i untreated, It can result in severe 
mentai retardation. 

* In galactosemia, the newborn has a deficiency in the 
‘enzyme galactose, resulting in the inabilly to convert 


‘galactose to glucose, 
Congenital hypothyroidism can result from a maternal 
Jodine deficiency or use of antithyroid drugs by the mother 
during pregnancy. 

* The defects involved in tetralogy of Fallot include. 
Ventricular septal defect, pulmonary stenosis, hypertrophy 
о! the left ventricle, and an overriding aorta. Cyanosis 
‘occurs. The detect is surgically corrected. 

* Noncyanotic heart detects result from the blood 
recirculating to the lungs. 

* Hyperbilrubinemia is an abnormally high level of bilirubin in 
the newborn's blood. Elevated bilirubin levels can cause 
kernictorus, which results in mental retardation. 

* Standard phototherapy is the exposure of the newborn 10 


taken during phototherapy, such as shielding the 
newborn's eyes for protection, Other methods ot 
phototherapy, such as using а fiberoptic blanket, 
Чо not require covering the newborn's eyes. 

* The respiratory system plays a critical role in successful 
adaptation to extrauterine life. Common. 
disorders occurring after birth include RDS, MAS, 
PPHN, and T. 

* Blood glucose levels less than 40 mg/dl. indicate 
hypoglycemia in term newboms. IDMs are at risk for 
hypoglycemia because of high Insulin production and 
sudden cutoff of mother's glucose supply at birth. Glucose 
is essential for normal brain functioning. 


* Newborns of diabetic mothers are at risk for respiratory 
distress, congenital anomalies, hypoglycemia, 
polycythemia, hyperbiliubinemia, and respiratory distress 

* Neonatal sepsis is an infection occurring during the first 
month after birth. Bacteria are found primarily in the 
newborn's blood, 

* The newborn with special problems, such as 
congenital anomalies, requires interdisciplinary care, 
‘communication with the parents, identification of needs. 
саге and support groups for parents, and follow-up care 
‘The nurse is often the facilitator for this team 
‘communication and is the key health care provider to 
give the family emotional support. 

* Nursing care for newborns with neonatal abstinence 
‘syndrome includes decreasing stimul such as noise, 
lights, and handling. The nurse should be nonjudgmenta 
toward the mother and encourage her in newborn 
attachment and newborn саге. 

* Maternal nicotine intake during pregnancy causes 
vasoconstriction, resulting in fetal hypoxia that affects feta 
development. 

* Fetal alcohol spectrum disorders include FAS, caused by 
‘maternal ingestion of alcohol during pregnancy and 
manifested by newborn neurodevelopmental delays. 
Diagnosis may be confirmed by examination of fetal 
‘meconium, 
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Review Questions for the NCLEX" Examination 


3. Large protruding tongue 
4, Unusual musty odor to his or her urine 


4, Thenurse caring for a newborn with a serum bilirubin level of 
14 mg/dL is aware that the primary treatment of choice Is: 


5, A newbom infant diagnosed with hypoglycemia requires. 
treatment with intravenous glucose, The nurse is aware. 
that in order to require this treatment the infant's blood 
glucose must have been: 

1. Less than 40 mg/dL. 

2. Between 40 and 50 mg/dL 
з, Above 50 mg/dL 

4. Between 70 and 100 mg/dL 


%. Which disorder would be categorized as a malformation 
present at birth? 


3. Hemophilia, 
4, Meconium aspiration syndrome 

7. Infants of diabetic mothers ОМ) have an increased risk 
of which disorder(s)? (Select all that apply.) 


Rh negative, What is the best response of the nurse? 


2 Amother asks the nurse why the PKU blood screening test 
can't be performed at birth instead of waiting until the time 
of discharge. What is the best response of the nurse? 


Objectives 

^t. Define key terms listed. 

2. Summarize major causes of postpartum hemorrhage, 

9, identity nursing interventions in the care of the woman with 
postpartum hemorrhage. 

4. Describe the dangers that deep vein thrombosis presents. 

5. Explain the nursing care of a woman who has а 
thromboembolism. 


Key Terms 

endometritis (@п-д0-тё -TRI-tis, p. 350) 

mastitis (mis-Thtis, р. 351) 

parametritis (pár-mà ТА, p. 350) 

placenta accreta (ASÊ Nt GF ia. p. 345) 
postpartum hemorrhage (HE ...er . p. 343) 

puerperal fever (pû: Ripe rêl, p. 350) 


‘Shortened inpatient (postpartum) stays are common 
in maternity care. Women are often discharged 
after childbirth before clinical signs of puerperal infec- 
tion and other postpartum disorders are evident 
Consequently, hospital-based nurses are challenged 
to perform a risk assessment and attempt to recognize 
subtle signs of complications that may require a delay 
im discharge. Before discharge, the nurse teaches 
preventive measures to avoid common postpartum 
complications. 

Many problems can occur during the postpartum 
period, but most problems fall into the following five 
‘categories: 

* Hemorrhage 

- Thromboembolic disorders 

* Subinvolution of the uterus 

* Infections. 


* Depression. 


POSTPARTUM HEMORRHAGE: OVERVIEW 
Postpartum hemorrhage is the most common cause 
of excessive bleeding during the childbearing cycle. 
Postpartum hemorrhage is traditionally defined as loss 
of more than 500 mL of blood after an uncomplicated 
vaginal birth or 1000 mL after a cesarean birth. Exces- 
sive blood loss after a complicated birth, such as pla- 
centa previa (see Chapter 13) or accreta placenta, 


6. List four common sites for puerperal infection 

7I. Describe predisposing factors for infectons of the 
reproductive system. 

8, Discuss the nursing care of a woman who has an infected 


episiotomy. 
9. Compare postpartum blues with postpartum psychosis. 


pulmonury embolism (PÜL-mó-niré Ё j bo u.a. p. Sad 
REEDA (p. 350) 

'Subinvolution (süb-In-vo-LÜ-smün, р. 345) 
thrombophlebitis ern. bo. A 81408, р. 349) 

uterine atony (0-të r-in ÁT-6n&, p. 344) 


is discussed later in this chapter. Because most women 
have 1 to 2 L of increased blood volume during preg- 
nancy, they can tolerate this amount of blood loss. 
Postpartum hemorrhage can occur early (in the first 
24 hours) or late (between 24 hours and 6 weeks after 
birth). The greatest danger, however, is in the first 
24 hours because of the large venous area exposed after 
placental separation from the uterine wall (Box 17-1). 

‘The most common causes of early hem- 
orrhage are uterine atony and laceration. Late postpar- 
tum hemorrhage (secondary postpartum hemorrhage) 
is caused by retained placental fragments or subinvolu: 
tion, Coagulation defects and infection can also result ir 
postpartum hemorrhage (Simpson, 2010). Women a 
‘greatest risk for postpartum hemorrhage include those 
who have labor induction or augmentation, multipl 
fetuses (twins, etc.), macrosomia, preeclampsia, opera 
tive deliveries, and chorioamnionitis. 

The body responds to hypovolemia (reduced bloo 
Volume) with increased heart and respiratory rate: 
These reactions increase the oxygen content of circula 
ing erythrocytes (red blood cells). A decrease in bloo 
volume causes the woman's skin and mucous men 
branes tv become pale, cold, and moist (clammy 
As the blood loss continues, blood flow to the brain d 
creases and the woman becomes restless, confuse 
anxious, and lethargic. A collaborative effort by tl 
health care team is necessary to provide prompt car 


The management for hypovolemic shock (reduced 
ү volume) resulting from postpartum hemorrhage 
includes: 
* Recognizing the specific cause (where the blood 
from) 


coming 

* Stopping the blood loss 

* Starting intravenous fluids to maintain circulat- 
ing volume 

* Monitoring vital signs. 

* Providing oxygen to increase saturation of red 
blood cells (with а pulse oximeter used to assess 
blood oxygen saturation) 

* Inserting an indwelling (Foley) catheter to assess. 
kidney function and urinary output 


EARLY POSTPARTUM HEMORRHAGE 
UTERINE ATONY 

‘Uterine atony (hypotonic uterus) is the inability of the 
myometrium muscle (middle muscle, which has inter- 
lacing “figure eight" fibers) of the uterus to contract 
and stay contracted around the open blood vessels. 
Without this contraction, the vessels at the placental 
implantation site cannot close and begin to heal, 
Uterine atony is the most common cause of early post- 
partum hemorrhage and occurs during the first hours. 
after birth. 

Mechanical factors that contribute to the inability 
of muscles to contract include retained placental 
fragments or large blood clots. Extreme uterine disten- 
tion (e.g, multifetal gestations, hydramnios) сал cause 
uterine atony. Overstretching may cause a lack of effi- 
ciency of the smooth muscle cells to contract. A full 
bladder can also prevent the uterus from contracting 
(Figure 17-1). 

Metabolic factors may contribute to uterine atony. 
Muscle exhaustion can occur from lactic acid buildup 
(derived from prolonged muscle activity and the break- 
down of glycogen). Because calcium is an important 
regulator of smooth muscle tone, hypocalcemia may 
be implicated in some cases of uterine atony. 

Drugs have important effects on postpartum uter- 
ine tone. Magnesium sulfate administered to prevent. 
seizures or as a tocolytic agent may result in uterine 
atony by impairing calcium-mediated properties 


FIGURE 17-1 А distended bladder pushes the uterus vowurd and 


within the cells. In addition, calcium channel 
blockers, suich as nifedipine, used in preterm uterine 
contractions may also inhibit postpartum uterine 
contractions, 


Signs of Hemorrhage — 8 — 55— — 9 
In a postpartum patient, а narrowing of the pulse pressure (tne. 
difference between the systolic and diastolic blood pressure) 
may be a sign of compensated hemonhage and an early ign 
of a serious 


TRAUMA AND LACERATIONS 
Trauma includes vaginal, cervical, or perineal lacera- 


during a cesarean birth). All lacerations should be 
promptly sutured. Large perineal lacerations can occur 
in difficult or precipitate deliveries, in primigravidas 
with large newborns (more than 4.1 kg [9 Ibs)), and 
in deliveries requiring instrument assistance such as 
forceps or a vacuum extractor. 

Lacerations are suspected when excessive bleeding occurs. 
and the uterine fundus is firmly contracted. Bleeding from 


the vagina is usually bright red, compared with Tochia, 
which is dark red and not profuse or continuous. 
Signs of shock may occur. 


RETAINED PLACENTA 


Hemorrhage may occur if pieces of the placenta remain 
in the uterus. This prevents the uterus from contracting 
effectively and can result in either early or late hemor- 
rhage. Careful examination of the placenta after dellv- 
ery is essential. Oxytocics are administered to expel the 
fragments of the placenta but may not be sufficient to 
expel all of the fragments, во dilation and evacuation 
(D&E) may be necessary. Placenta accreta is the term 
used for a placenta that adheres (0 the uterine wall. 
Profuse bleeding may result, and a hysterectomy 
may be required. 


HEMATOMA 


Hematoma (collection of blood within the tissues) may 
result from injury to blood vessels in the perineum ог 
in the vagina, Soft tissues in other areas may be in- 
volved, which are typically seen as a bulging, bluish 
mass. Hematomas containing 250 to 500 mL of blood 
may develop rapidly. А hematoma may form in the 
upper portion of the vagina or may occur upward into 
the broad ligament, which can result in massive 
hemorrhage. 

Perineal pain, rather than noticeable bleeding, is a 
distinguishing characteristic of a hematoma, and the 
uterus remains firm but the blood pressure decreases. 
The woman may not be able to void because of pres- 
sure on the urethra, or she may feel the urge to defecate 
because of pressure on the rectum. А hematoma can 
cause severe pain and may require a surgical incision 
eo remove the clot. Small vulvar hematomas may be 
with the application of ice packs or alternate 
hot and cold applications. 


LATE POSTPARTUM HEMORRHAGE 


Late postpartum hemorrhage can occur 1 to 2 weeks 
after delivery and is typically due to subinvolution 
(failure of the uterus to return to и size). 
The site of placental implantation is the last to heal 
and regenerate after delivery. A vascular area, retained 
placental fragments, or infection may be the cause of 
late postpartum hemorrhage. The clinic nurse should 
be alert to symptoms that include a fundal height 
higher than expected postpartum (after 10 days it 
should be difficult to palpate because it should be well 
into the pelvis) and persistent lochia rubra. Infection. 
may be suspected if a foul odor to the lochia is noted. 
Treatment may include administration of methylergo- 
novine J, oxytocin, or prostaglandins to 
contract the uterus, antimicrobials if infection is present, 
or D&E if retained placental fragments are suspected. 
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SUBINVOLUTION 
Subinveiution of the uterus occurs when the uterus 
fails to return to its nonpregnant size; instead, 
it remains enlarged and still has a lochial discharge. 
Subinvolution may result from a small retained 
placental fragment or mild endometritis. Ultrasound 
can be used to identify retained placental fragments. 
Excessively vigorous massage of the uterus may con- 
tribute to this problem. Long-term loss of blood from 
subinvolution results in anemia, lack of energy, and 
exhaustion. Conservative treatment consists of the 
administration of methylergonovine orally or intra- 
muscularly. Methylergonovine may be contraindi- 
cated in hypertensive women. D&E may be needed 
to remove retained placental fragments. 


COAGULATION PATHOLOGY 
DISSEMINATED INTRAVASCULAR COAGULATION 
Disseminated intravascular coagulation (DIC) is a 
condition in which clotting and anticoagulation stimu- 
lation occur at the same time, The release of thrombo- 
plastin uses up available fibrinogen and platelets, 
which results in profuse bleeding and intravascular 
clotting. The key to successful management of DIC is 
treatment of the causative event, It often is a secondary 
condition associated with abruptio placentae, 
gestational hypertension, missed abortion, or fetal death 
in utero, DIC is discussed in more detail in Chapter 13. 
DIC is suspected when the usual measures to stim- 
ulate uterine contractions fail to stop vaginal bleed- 
ing, Signs of DIC include oozing from an 
intravenous insertion site, pelechine, ecchymosis, 
oliguria, and restlessness. In pregnancy and the early 
postpartum period, shock is considered a late sign of 
DIC because the increased blood volume during 
pregnancy delays evidence of the serious blood loss, 
However, a decreasing pulse pressure (the difference 
between systolic and diastolic blood pressure) 
with continued bleeding may indicate a serious 
problem and should be promptly reported to the 
health care provider. Recombinant activated factor 
Vila given intravenously can reverse symptoms of 
DIC (Karrie, 2006). 


VON WILLEBRAND'S DISEASE 
Von Willebrand's disease is an inherited disorder char- 
acterized by a decrease in plasma factor УШ, whieh is 
‘essential for proper platelet function. The woman may 
have а history of easy bruising, frequent nosebleeds, 
and heavy menses. There is typically a normal increase 
in plasma factor VIII during pregnancy, so symptoms 
can be masked. Н from von Willebrand's 
disease is treated with the administration of cryopreci- 
pitate to raise factor VIII levels. 
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ANAPHYLACTOID SYNDROME OF PREGNANCY 
(AMNIOTIC FLUID EMBOLISM) 

Amniotic fluid embolism, currently known as uapinylac- 
oid syndrome of pregnancy, is due to the unanticipated 
entrance of amniotic fluid into materal circulation, 
which triggers the release of mediators (such as brady- 
Kinin, cytokines, prostaglandins, leukotrienes, throm- 
boxane, and others) that causes pulmonary artery 
vasospasm and hypoxia. The hypoxia results іл myocar- 
dial (heart muscle) damage that can cause maternal 
left-sided heart failure. 

Nursing interventions include recognizing symp- 
toms such as acute dyspnea, hypotension, and possibly 
seizures; providing oxygen for the woman; preparing 
blood work for laboratory coagulation studies; provid- 
ing emotional support for the family; and assisting in 
the transfer of the patient to the intensive care unit 
(ICU), This condition appears without warning, and 
the morbidity and mortality rate is high. 


PREVENTION OF HEMORRHAGE 

Postpartum hemorrhage caused by uterine atony after 
a vaginal birth can be greatly reduced by prophylactic 
administration of uterotonic drugs (oxytocin) after the 
delivery of the placenta. An intravenous solution of 
oxytocin may be started to contract the uterus. Early 
clamping of the umbilical cord and assisted delivery 
of the placenta may also prevent uterine atony and 
postpartum hemorrhage. The placenta should be care- 
fully examined to determine that itis intact, Massage of 
the uterine fundus can aid in uterine muscle contrac- 
Чоп, Observation and prevention of bladder distention 
is an important postpartum nursing responsibility (see 
Figure 17-1). 


NURSING ASSESSMENT AND MANAGEMENT 

ОР POSTPARTUM HEMORRHAGE 

Prompt assessment and management can minimize 
blood loss. Essential nursing interventions are shown 
in Box 17-2 and Nursing Care Plan 17-1. In the first 
24 hours after delivery, the nurse should be alert to the 
signs and symptoms of uterine atony and postpartum 
hemorrhage, which includea soft, boggy uterine fundus, 
а fundus that quickly loses firmness after massage, в 
fundus that is not midline or above the level of the 
umbilicus, excessive lochia, or excessive clots. The nurse 
should report signs of shock, including tachycardia 
and low blood pressure. 

The first nursing action with uterine atony should. 
be to massage the uterus until firm and to express clots 
that may have accumulated in the uterus. One hand 
should be placed above the symphysis pubis to sup- 

the lower uterine segment while the fundus is 
gently but firmly massaged in a circular motion 


E Eoo ig an a ope genoa 


. rey position (unless ordered) 
because П may interfere with cardiac and respiratory 
function. 


* Explanation of procedures to the woman (why they are. 
necessary) 
‘Emotional support for the woman and те" өт. 


(Skill 17-1). Tt is critical not to try to express clots until 
the uterus is firmly contracted, Pushing on an un- 
contracted uterus can invert the uterus and cause а 
massive hemorrhage. If the uterus does not stay con- 
tracted, the health care provider may order an intrave- 
nous infusion of dilute oxytocin, which usually will 
increase muscle tone and control bleeding. Methyler- 
gonovine may be given intramuscularly if bleeding 
continues. This drug has side effects of elevating blood 
pressure; therefore, it should not be given to a woman 
Who is hy ive. If uterine massage and adminis- 
tration of oxytocin and other medications are not effec- 
tive, it may be necessary to return the woman to а 
birthing room to stop the bleeding. A physician may 
attempt bimanual compression by placing one hand 
in the vagina with the other pushing against the fun- 
dus through the abdominal wall or surgical interven- 
tion may be needed. 

Ап accurate assessment of blood loss is important. 
Blood loss can be assessed by weighing the perineal 
pad (1 g = I mL, subtracting weight of dry pad from 
saturated pad). И possible, a gram scale should be kept 
in the postpartum unit and used to measure blood loss. 
Vital signs should be assessed at least every 15 minutes 
unti) stabilized, and the woman should be assessed for 
signs of hypovolemic shock, Accurate assessment of 
intake and output is necessary. Urinary output should 
be at least 30 mL/hour, 

Other measures include observing for a full bladder. 
A full bladder pushes on the uterus and can keep the 
uterus from contracting; catheterization may be 
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A recently delivered woman is admitted to the postpartum unit. She appears anxious and frightened, and her lochia has. 


Saturated three perineal pads in the last hour. 
Selected Nursing Diagnosis 


Ineffective tissue perfusion related to excessive blood loss from uterine atony or birth injury 


Expected Outcomes ‘Nursing Interventions 


Rationales 


Patient’s blood pressure and 
pulse will be within 10% of 
her baseline values when she 
‘was admitted. 

Patient will be (ree of si 


symptom of hypovol ene 


Patient will void as needed. 


Identify whether woman has added risk 
factors for postpartum hemorrhage. 


Observe fundus for height, firmness, 
and position. 


abdomen above symphysis to 
ct distended bladder. 


Assess lochia for color, quantity, and clots, 
Count pad and degre of saturation (weigh 


pads for greater accuracy). 
Check blood pressure, pulse, and 
respiratory rates per hospital protocol. 


Observe for less obvious signs of bleeding: 
Eee EE ‘blood with a 
firm * severe, 

i 
SE i age 
of shock. 

Observe for other signs and symptoms 


poorly relieved pain, 
vanied by changes in 
or signs and symptoms 


of hypovolemie shock 
1f signs of hemorrhage are noted, take 
appropriate actions according to the 
probable cause for 
— uterus until rm 
Чо not overmassage; expel blood from 
uterine cavity when шепи is firm have 
breastfeeding woman nurse newborn; 
notify registered nurse or health care 
provider fe for orders and medication 
[ше does not become Bron and 
stay firm. 


Laceralns: Notify registered nurse or 
health care provider to examine woman, 


Hematomas on the vulos: Place cold pack on 
the area, 


Selected Nursing Diagnosis: 
Fear rolated to powerlessness 


Expected Outcomes: Nursing Interventions 


‘Women who have risk factors should be 
assessed more often than those who 
do not. 


The fundus must be firm to compress 
bleeding vessels at the placenta site, 


Bladder distention interferes with uterine 
contractions and causes the fundus to be 

and displaced to one side, 

Most blood lost after birth is visible rather 
than concealed. Observing lochia 
provides an estimate of actual blood loss, 

A ising pulse rate i often а fit aign Of 

juate blood volume. A rising pulse 
E lling blood pressure can also occur. 
im hemorrhage is caused by 
Melia GEN]. whic т 
dramatic blond loss, However, blood ce 
from a laceration or hematoma can be 
‘significant, even though itis less obvious. 


Excessive blood Joss can result in 
hypovolemic shock. 

Hemorrhage can cause death of a new 
mother i not promptly corrected 


Most minor episodes of uterine atony are 

гай correcied with fundal massage and 
suckling. If the uterus does not 

remain firm, the health care provider 
examines the woman to identify and 
correct cause of bleeding. Oxytocin 
(Pitocin) infusions are often ordered to 
contract the uterus. Other drugs, such 
as methylergonovine 9) or 
prostaglandin, may be Excessive 
massage of uterus can tire И, possibly 
resulting in the inability to contract. 

Trauma such as laceration or hematoma 
may require repair by health cre 


"ыыр ета эы 
thas nrc be 
reduce КЕ [ides areas; cold 
applications also numb area and 
make woman more comfortable. 


Rationales 


Patient will be able to 
with the un ps 
complications. 


Identify woman's reaction to unexpected. 
complications and correct mi 
and exaggerations of fact or myth. 


‘Supplying factual information reduces fear. 
Wm iablishee basis for 


Continued 
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- Nursing Interventions 

Be calm and reassuring when in contact 
with the woman. 

таси тт УУНА hae M 
а 


Stay with the woman and her partner. 


Rationales 
Anxiety can be transferred by voice or body 


Helps establish a basis for patient teaching 
ps establish а 

нота Henilicaion of fears, 

wing а professional presence promotes a 
feeling of security. 


Anxiety will be at a 
manageable level. 


Critical Thinking Questions. 

1. A patient delivered a healthy 44 kg (9 Ibs, 11 oz) baby 2 hours ago. The woman's fundus is at the level of her umbilicus; 
Лоса rubra is moderate, and vital signs are blood pressure, 88/46 mun Hy; pulse, 110 beats/minute; and respirations, 
28 breaths /minute. What should you assess before calling the health care provider? 

2. А woman delivered her fourth child this morning, Her husband comes to the nurses’ station and tells the nurse that his 
wife changed her perineal pad 10 minutes ago and itis already saturated. You assess the woman and find that the uterus is 


boggy. What nursing actions should you take? 


sessment of Uterine Fundu; 


VIG 


PURPOSE 
To assess and maintain uterine tone postpartum. 


Steps 


1, Place one hand just above the symphysis pubis and 
exert gentle pressure. 


One hand is cupped 

to massage and gentty 
‘compress the fundus toward 
the lower uterine segment. 


necessary. The woman should be assessed for respira- 
tory distress from decreasing blood volume, Oxygen is 
administered by mask and the woman positioned 
supine to allow adequate blood flow to her brain 
and other vital organs, 

In planning continuing care, the nurse must re- 
member that the woman will be exhausted after 


Postpartum 


GNO 


2. Cup the other hand around the uterine fundus. 
3, If the uterus does not feel firm, lightly massage it 
with the hands in the same position, 


birth, and with additional bleeding, she will feel 
even more exhausted. The nurse should explain 
the importance of frequent assessments. Nursing as- 
sessments need to be planned so that they can be 
performed as quickly as possible, allowing the 
woman time to rest between assessments. Guide- 
lines for managing postpartum hemorrhage can be 


accessed online (AWHONN, 2006) and sample àp- 
proaches to managing care can be accessed online 
at www.cmqcc.org 


THROMBOPHLEBITIS AND THROMBOEMBOLISM 


Thrombophiebitis is inflammation of the inner blood 
vessel wall with a blood clot attached to that wall. When 
the blood clot tears away and moves into the circulation, 
it is called an embolus. If the embolus lands in the lung, 
it is called а pulmonary embolus—a common postpar- 
tum complication. Thrombophlebitis can be 
and involve saphenous or surface veins, or it may be 
deep (deep vein thrombosis [DVT]) and involve the deep 
venous system from the foot to the iliofemoral region. 
All postpartum women are at high risk for thrombo- 
phlebitis because of the normal hypercoagulability 
of the blood at delivery that prevents hemorrhage, 
venous stasis from pressure of the gravid uterus, and 
inactivity (Box 17-3). 


Assessment 
The nurse, in а routine postpartum assessment, may 
be the first person to identify signs of 

disorders. The nurse may note subjective signs of 
pain when she palpates the calves of the legs for heat 
and tendemess, Pain in the calf when the foot is pas- 
sively dorsiflexed is called а positive Homans’ sign, 
However, DVT can be present despite a negative 
Homans’ sign, Comparison of pulses in both extremities 
may reveal decreased blood flow to the affected area. 
Serial measurements of the affected extremity will 
reveal an increased diameter (edema and swelling) 
caused by venous inflammation. Leg pain that extends 
above the knee may indicate DVT. Fever and chills may 
occur. Computed tomography or magnetic resonance 
angiography is helpful to show the presence of a throm- 
bus, and ultrasound ог duplex scanning may be used. 


Nursing Care 

Management for superficial venous thrombosis in- 
cludes rest, antiembolism stockings, analgesics for 
comfort, and elevation of the leg. The nurse should 
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instruct the woman about the importance oí fréquent 
ambulation to prevent this disorder. 


Measures to Prevent Thrombophlebitis — 


* Avot prolonged standing or siting. 
* Elevate lega when siting. 
* Avold crossing logs (wil reduce crculaton and encourage 


venous stasis) 

* Есе lo improve circulation (e.g. walking) 

* Maintain 2500 тч. (2.5 quarts) fuid intake per day. 

* Prevent dehydration, which encourages sluggish circulation: 
* Stop smoking (a known risk factor. 


Ifthe woman is diagnosed with DVT, anticoagulation 
therapy is started with intravenous heparin adminis- 
tered by continuous intravenous infusion. Doses of hep- 
arin are adjusted according to coagulation studies 
(partial thromboplastin time [PTT]). While the woman 
is receiving heparin therapy, her platelet count must 
be monitored closely because of the potential for devel- 
oping heparin-induced antiplatelet antibodies. The 
heparin antidote protamine sulfate should be readily 
available, 

Measures to prevent thrombophlebitis should be 
part of every teaching plan throughout pregnancy 
and postpartum. Early ambulation, avoidance of pro- 
longed sitting and crossing of legs, elevation of legs 
when possible, and adequate hydration are important 
preventive measures. 


PULMONARY EMBOLISM 

Pulmonary embolism is reported as one of the three 
leading causes of maternal death, along with hemor- 
rhage and gestational hypertension, and is a feared 
complication of DVT, It occurs when fragments of 
a blood clot dislodge and are carried to the pulmonary 
artery or one of its branches, The embolism can occlude 
the vessel and obstruct the flow of blood into the lungs. 
If the pulmonary circulation is severely compromised, 
death may occur in minutes. An embolectomy (surgical 
removal of the embolus) may be required. 

Signs and symptoms of pulmonary embolism 
include chills, hypotension, dyspnea, and chest pain. 
Other signs are tachypnea and apprehension, Immedi- 
ate medical and nursing interventions include raising 
Si ef th be to lace bent and ade 
istering oxygen by mask. Critical care nursing is 
sary, andthe woman wil be transferred to the ICU. 


Associated Risk Factors 

The uterus and cervix are open after delivery o 
the fetus and are exposed through the vagina to tht 
external environment. Exposed blood vessels am 
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well supplied, and wounds from lacerations or 
incisions may be present; therefore, the risk of micro- 
organisms entering the reproductive tract and 
extending into the blood and other parts of the body 
is high; which could result їп life-threatening 
septicemia. 

Normal physiologic changes that occur during 

y increase the risk of infection, During 
labor, amniotic fluid, blood, and lochia, which are al- 
kaline, decrease the acidity of the vagina; therefore, 
the vaginal environment encourages the growth 
of pathogens. Many small lacerations (some micro- 
scopic) occur in the endometrium, cervix, and va- 
gina, which allow pathogens to enter the tissues. 
Infections do not occur in most women, partly be- 
cause of the presence of granulocytes in the lochia 
and endometrium, which aid in preventing infec- 
tion. The most effective method of preventing infec- 
tion is scrupulous aseptic technique and proper 
handwashing and gloving during labor, birth, and 
postpartum vare. 

‘A cesarean birth is a major predisposing, factor and 
poses greater risk than a vaginal birth, This is because 
of the trauma to tissues during surgery and the fact 
that many of these women have other risks, such as 
prolonged labor. When premature rupture of mem- 
branes occurs, х from the vagina are more 
likely to ascend into the uterine cavity and increase 
the risk of infection. Each vaginal examination in- 
creases the risk of pathogens entering the vagina 
and, in effect, being pushed into the cervix. As the area 
of placental attachment heals, necrotic tissue develops, 
which provides an ideal medium for bacterial growth, 
Poor perineal hygiene permits an increase in patho- 
gens entering the vagina. If the woman has a large 
blood loss or has anemia, she is at increased risk for 
а postpartum infection because her ability to fight 
the infection is low, 

Postpartum infection (puerperal sepsis) still ac- 
counts for significant rates of postpartum maternal 
morbidity and mortality, Postpartum infections fall 
into two broad categories, The first covers repro- 
ductive system infections (puerperal infection ог 
 puerperal fever), which are bacterial infections that 
arise in the genital tract after delivery. The second 
category includes nonreproductive system infec- 
tions that arise in sites other than the genital tract 
and influence maternal morbidity during the post- 
partum recovery phase. These infections, which 
include mastitis and urinary tract infections, are 
indirectly related to the physiologic features of 
pregnancy, labor, birth, and lactation. A woman is 
considered to have a puerperal infection if she has 
а fever of 38° C (100.4 F) or higher after the first 
24 hours following delivery and the fever is main- 
tained at least 2 days within the first 10 days 
postpartum. 


Signs and Symptoms of Postpartum (Puerperal) Infection 
* Fever, tachycardia, chlis (temperature greater ihan 88. C 


* Localized reddened, warm, and tender area 

* Purulent wound drainage. 

* Locha: appearance varias, depending оп causative organ- 
ism: may be normal, profuse, scant, foul smiling 

* Uterine sudinvolution (uterus boggy. soft fundus, locatio 
highar than normal) 

* Malaise 


ENDOMETRITIS 
Endometrits (also called metritis) is the most common 
tum infection. It is an infection of the endome» 
trial lining, decidua, and adjacent myometrium of the 
uterus, Symptoms begin on the second to fifth day 
postpartum. This condition affects approximately 1% 
to 3% of women delivering vaginally and 10% to 
15% of those delivering by cesarean birth. Endometri- 
tis, if untreated, can quickly progress to parametritiy 
(infection spread by lymphatics through the uterine 
wall to the broad ligament or the entire pelvis) and 
can spread, causing peritonitis (infection of the perito- 
neum) and possibly a pelvic abscess. 


Signs and Symptoms 

The major clinical findings includes 
* Onset usually 24 hours after delivery 

terine tenderness and enl; t 

+ Foul odor or purulent lochia that may increase or 
decrease їп amount 

* Malaise, fatigue, tachycardia 

* Temperature elevation 


Assessment and Nursing Саге 
Blood cultures may reveal the organism involved, and 
intravenous antibiotics are prescribed. Supportive care 
includes rest and pain relief, Vital signs and lochia are 
‘monitored. Mothers may need to be encouraged to 
maintain mother-newborn interaction. 


WOUND INFECTION 
Wound infections are common in women with a history 
of choricamnionitis, intraamniotic infection, hemor- 
underlying medical problems such as diabetes 
mellitus, and obesity. Multiple vaginal examinations. 
also increase the risk of infection. The mast common 
sites are the perineum, where episiotomies and lacera- 
tions are located, and the cesarean surgical incision, 


Assessment and Management 

REEDA is an acronym for Redness, Edema, Ecchymosis, 
Discharge, and Approximation and is useful in asses- 
sing wounds. Cultures are performed to identify the 


offending organisms. Episiotomy infection may result in 
a wound breakdown and stool incontinence, which can 
further contaminate the site. Drainage of the area, 
irrigation, and occasionally debridement are necessary. 
The wound may be packed with sterile gauze, and pain 
management is offered before dressing changes. 
Extended hospitalization or hospital readmission may 
be needed. Frequent perineal hygiene and perineal 
pad changes are important. 

Necrotizing fasciitis is a serious complication of 
wound infections; women with diabetes mellitus are 
at highest risk. Symptoms include a blue discoloration 
and numbness of the wound edges. Aggressive treat- 
ment is required because the condition is life threaten- 
ing. Wound debridement may require follow-up with 
plastic reconstructive surgery, Patients with chorioam- 
nionitis and endometritis are at risk for septic shock. 
Symptoms include restlessness, disorientation, and 
hypovolemia, Acute respiratory distress syndrome 
(ARDS) ог DIC may develop as life-threatening com- 
plications, High-level intensive care is required for 
survival, 


URINARY TRACT INFECTION 


Urinary tract infection can occur after birth from hypo- 
tonia of the bladder, urinary stasis, birth trauma, cath- 
terization, frequent vaginal examinations, or epidural 
anesthesia. During birth, the bladder and urethra can 
be traumatized by pressure from the descending fetus 
After birth, a hypotonic bladder and urethra can in- 
crease both urinary stasis and urinary retention. 
Dysuria, frequency, urgency, and low-grade fever 
may be the presenting symptoms on the first or second 
postpartum day. Occasionally, fever is the only pre- 
senting sign. Pyelonephritis may be accompanied by 
costovertebral angle tenderness, chills, fever, malaise, 
hematuria, and nausea and vomiting (Box 17-4). 
Cystitis is often treated on an outpatient basis with 
oral antibiotic therapy, Nursing intervention includes 
taking vital signs every 4 hours and encouraging in- 
creased fluid intake to dilute the bacterial count and 
flush the infection from the bladder. Acidification of 
urine inhibits multiplication of bacteria; therefore, 


Signs and Symptoms of Postpartum 
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cranberry juice may be recommended, The nurse ге- 
views perineal hygiene and ensures the woman recog- 
nizes the need to wipe the perineum from the front to 
back and to wear cotton underclothing. Antispasmodic 
or urinary analgesic agents, such as phenazopyridine 
hydrochloride (Pyridium), may be prescribed to re- 
lieve bladder discomfort. 


MASTITIS 


Mastitis (infection of breasts) usually occurs approxi 
mately 2 to 3 weeks after birth and may occur as early 
as the seventh postpartum day. The infection involver 
the interlobular connective tissue, usually involving 
one breast. 

Predisposing factors include milk stasis (from ¢ 
blocked duct), nipple trauma (cracked or fissured nip 
ples), and poor breastfeeding technique. Therefore, thy 
nurse should ensure that the baby is positioned cor 
rectly and properly latches onto the nipple, includiny 
both the nipple and areola, and that the mother is re 
leasing the baby’s grasp on the nipple before removiny 
the baby from the breast (sec Chapter 11). Other cause 
of mastitis are inadequate handwashing between har 
dling perineal pads and then the breasts. 

The woman's chief symptoms are a painful ағ ter 
der localized hard mass and reddened area, usuall 
of one breast (Figure 17-2). She also may have enlarge 
glands in the axilla on the affected side. Fever, chill 
and malaise may accompany the infection any 
if untreated, may progress into an abscess. 


FIGURE 17-2. Мал is an infection that usualy occurs 2 10 3 we 
posipartum n tho bresstleeding woman, Bacteris usualy enter v 
breasts trough этой cracks In the nodes Sraast engorgement 
тёк stasis сс те пек tor masinis 
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Nursing Care 

With early administration of antibiotics, mastitis usu- 
ally resolves within 24 to 48 hours, and abscess forma- 
tion is not common. In many cases, the mother can 
continue to breastfeed from both breasts. With vigorous 
sucking, itis thought that the newborn can empty the 
breast better than a breast pump or manual expression. 
To prevent stasis of milk, the breasts must be completely 
emptied at each feeding. This can be done every 1% to 
2 hours to make the mother more comfortable and 
prevent stasis, The woman is encouraged to wear а 
well-supporting, properly fitted brassiere. To relieve 
discomfort, she can take analgesics or use ice or warm 
packs (Whichever feels better), Moist heat promotes 
comfort and increases circulation. Occasionally, tempo- 
тагу lactation failure may occur in that breast, ond the 
woman may become frustrated and depressed. Wean- 
ing during an episode of mastitis can cause an engorge- 
ment and stasis that can result in the development of an 
abscess. To prevent mastitis, the woman should be 
taught breast hygiene, how to prevent breast engorge- 
ment, adequate breast support, proper hand hygiene, 
and breastfeeding techniques (sce Chapter 11), 


Self-Care for Mastitis 

* Wath hands thoroughly before breastleeding, 

* Maintain breast cleanliness with frequent breast pad change. 

* Expose nipples to ar 

* Correct newborn tatch-on and removal tom treast. 

* Encourage tha newborn to empty the breast because mik 
provides а modium for bactenal growth. 


refen in the affecter braust), 


* App юз packs or mast heat to releve decem 


GESTATIONAL DIABETES 
Pregnancy is considered to be a "stress test” for glucose 
homeostasis mechanisms. Therefore, women who de- 
velop gestational diabetes during pregnancy can be 
considered to have “failed that test” and may be at risk 
for developing type 2 diabetes later in life. АСОС re~ 
commends that women who gestational 
diabetes during pregnancy be checked 6 to 12 weeks 
postpartum and monitored for 5 to 10 years after delivery 
(Callaghan, 2010). The nurse should provide the mother 
with patient education materials diabetes 
mellitus before discharge and refer for follow-up care. 


POSTPARTUM SEXUAL DYSFUNCTION 


Sexual activity usually decreases in the third trimester 
of pregnancy but offen returns to “normal” 
6 months postpartum. However, sexual activity may 


be delayed for up to a year in some women who ex 
perience trauma during delivery (Katz, 2010). Women 
who experience a prolonged labor, difficult delivery, 
episiotomies, or perineal lacerations may develop uri- 
nary incontinence that can delay the return to normal 
sexuality. А decreased hormonal level during breast- 
feeding may also result in painful intercourse. A dis- 
torted body self-image, supported by the media that 
portray women who regain their pre-pregnant shape 
within weeks alter delivery can also delay the retum 
to pre-pregnant vitality and sexual activity. Of course, 
sleep deprivation, anxiety, and infant needs can cause 
stress on relationships that can impact sexual activity. 
Nurses should provide anticipatory guidance and dis- 
cuss sexual issues as part of postpartum education. 
A PLISSIT model to discuss sexual concerns with 
new parents is available for guidance. The PLISSIT 
model is an acronym for Permission (permission to 
discuss the problem without feeling they are abnor- 
mal); Limited Information {concerning causes of the 
problem); Specific Suggestions (techniques to cope); 
and Intensive Therapy ( referral to psychologist if other 
methods fail; the PLISSIT model is merely a framework 
for intervention lo address concerns about a topic 
many patients are embarrassed to discuss openly) 
(Katz, 2010). 


POSTPARTUM BLUES AND DEPRESSION 


Postpartum blues, postpartum depression, and post- 
partum psychosis are not part of a continuum of the 
same disorder, The symptoms may be similar, 
but the conditions are different (Gabbe, Niebyl, & 
Simpson, 2007), 


POSTPARTUM BLUES 

Postpartum blues is a transient state of weepiness, 
mood changes, anxiety, and irritability that occurs in 
50% to 80% of women after birth and rarely lasts 
more than 10 to 14 days. It may be a transient response 
to rapid role changes and tasks that occur after 
delivery combined with sleep disruptions, There are 
mo established social, economic, or personality 
factors that place a woman at risk, and there is no 
established correlation with changes in hormone 
levels (Driscoll, 2008). The woman may complain of 
being overwhelmed and unable to cope and may be 
oversensitive with periods of unexplained tearful- 
ness. Increased rest, anticipatory guidance, empathy, 
reassurance, support, and assistance are the treat- 
ments of choice, 


POSTPARTUM DEPRESSION 
The causes of postpartum depression may include an 
interaction between biochemical, genetic, and psycho- 


social factors. The signs of postpartum depression in- 
dude general signs of depression such as weight 


loss, sleeplessness, and ambivalence toward the new- 
born and her family. Postpartum depression occurs 
in approximately 7% to 50% of new mothers and 
may have long-term effects on mother-newbom 
interaction (Callister, Beckstrand, & Corbett, E 
However, many cases of postpartum d. 
unrecognized end untreated Some women da not sek 
core due to lack of access, lack of time, stigma associ- 
ated with depression, and child care issues. 

Symptoms of postpartum depression may be evident 
before hospital discharge, and patients at risk should be 
scheduled for follow-up visits before the traditional 
беек postpartum visit. Women at high risk for post- 
partum depression have risk factors such as: 

* Unstable or abusive family environment 

* History of previous depressive episode 

* History of limited support system 

* Low self-esteem 

* Dissatisfaction with education. economics, or 

choice of partner. 

» Dissatisfaction with the gender of the newborn 

Women may evidence anxiety, sleeplessness, feel- 
ings of guilt, agitation, feelings of worthlessness, and 
have difficulty concentrating and making decisions, 
Depression may not he the first sign. Nurses should 
be sensitive to the different ways women perceive, dis- 
play, and report symptoms of depression. Screening 
strategies and education of parents concerning signs 
and symptoms should start in the postpartum unit. 
Culturally sensitive postpartum care provides the 
woman with the opportunity to discuss the birth, fur 
ture plans, and support systems. 
The Edinburgh Postnatal Depression Scale (EPDS) 
a 10-question survey that can identify women at high 
risk of depression (Beck, 2008), Treatment includes 
supportive counseling and medication with selective 
serotonin reuptake inhibitors or tricyclic antidepres- 
sants, Symptoms may last up to а year; untreated 
women may progress to psychosis and suicide. 


POSTPARTUM PSYCHOSIS: 


The symptoms of postpartum psychosis are similar to 
those of other psychoses. Early signs of depression 
may be evident, or it may start abruptly within a few 
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days after childbirth. Confusion, restlessness, anxiety, 
and suicidal thoughts may occur, and delusional 
thoughts may be expressed. The woman and her new- 
born are at risk for their safety, Psychiatric supervision. 
js necessary, and antipsychotic medications may be 
prescribed, 


The Nurse's Role 

А combination of factors may be involved in the cause 
ог predisposition to postpartum depression, and 
nurses can play a key role in providing appropriate 
support and referral for the mother, based on assess- 
ments and data collection during care. Screening strat- 
egies should start in the postpartum unit. Nurses must 
be sensitive to the different ways women perceive, ex- 
plain, and report symptoms of depression, Culturally 
appropriate postpartum care that encourages expres- 
sions of feelings, validating the mother’s emotions, 
addressing personal conflicts, and reinforcing per- 
sonal power and autonomy may be helpful if the 
mother finds her view of motherhood in conflict with 
What she believes society expects of her. If a new 
mother perceives herself as lacking social support in 
her new role, referral to social agencies or couples ther- 
apy may be helpful. Postpartum support groups and 
screening tools are available in some communities 
and online (Beck, 2008), 

Not every new mother feels competent to manage 
the role, plans motherhood at that particular time 
in her life, or has a realistic view of her new responsi- 
bilities, A woman's culture, experiences, and coping 
strategies influence her adjustment to becoming 
a mother. Helping a new mother resolve these issues 
and referring her for appropriate guidance can 
help prevent or alleviate postpartum depression 
(Douglas, Pierce, Rosenkoetter, Callister, Hattar 
Pallara, et al, 2009). Telling à new mother what her 
newborn needs and how she should respond tc 
newborn cues may not help the depressed mother de 
velop the feelings of competence or confidence tha’ 
she needs, The nurse must listen to the woman's con- 
cerns, respect the woman's knowledge, and help hes 
use her own strengths and resources to meet һе 
challenges. 


fragments. The leading cause of delayed hemorrhage e 
‘subinvolution of the uterus, which may result from retaina 
tissue fragments. 

* Thromboembolic disorders can complicate the 
postpartum period, Changes in the blood coagulation 
‘system during the postpartum period place the woman I 
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isk for thromboembolic conditions such as superficial 
‘venous thrombophlebitis and DVT. A life-threatening 
complication is pulmonary embolism, which requires. 
immediate intensive care. 

* Pulmonary embolism, although not common. is reported 
as a major cause of maternal death. It occurs when 
fragments of a blood clot dislodge, are carried to а 
pulmonary artery, and block the flow of blood into 
the lungs. 

* Puerperal infections involving the reproductive system 
account for many complications in the postpartum 
period. 

* Two common postpartum infections are mastitis and 
urinary tract infection. 

* Postpartum blues is commonly observed and 
transient experience of mood changes, weepiness, 
and anxiety 

* Understanding factors that may contribute to postpartum 
depression can aid in developing a care plan. 

* Postpartum depression has more intense and long-lasting 
Symptome of depression that interfere with caring for the 
newborn and maintaining family relations. The assistance 
ot a psychiatrist can help the woman develop effective 
coping strategies. 
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Review Questions for the NCLEX^ Examination 


1. Postpartum hemorhage is traditionally defined as the loss. 
of more than 500 mL after an uncomplicated vaginal 
birth or: 

1. 600 mL after a cesarean birth 
2. 800 mL after a cesarean birth 
3. 1000 mL after a cesarean birth 
4, 1200 mL after a cesarean birth 


2. When performing a moring assessment on a 1-day 
postpartum mother, the nurse notes excessive bright red 
vaginal bleeding with uterine fundus firmly contracted, 
The nurse suspects: 


З. The first action with uterine ахопу should be to: 
1, Assess for bladder distention. 
2. Massage the uterus until firm. 
3. Express clots. 
4, Administer oxytocin intravenously, 


4. The physician has ordered an accurate assessment of 
blood loss on a postpartum patient, When subtracting the 
weight of a dry perineal pad from a saturated pad the nurse 
notes a weight of 7 g. This blood loss would be recorded 
оо the liquid section of the output record as: 

1.79 

27 mb 

2 007 kg 
4 3860 


6. Itis suspected that a woman on the postpartum unit has a 
deep vein thrombosis, The nurse can expect the 
possibilty of which diagnostic testís) to be ordered to 
confirm this diagnosis? (Select ай that apply) 

1. Computed tomography 

2. Magnetic resonance angiography 
3, Ultrasound 

4, X-ray 


6. What are the most common cause(s) of early postpartum 
hemorrhage? (Select all that apply.) 
^. Retained placental fragments 


7. What are the three leading causes of maternal death? 
(Select all that apply.) 
1, Pulmonary embolism 
2. Endometritis 
3. Hemorrhage 
4, Gestational hypertension 
5, Necrotizing fasciitis 


А married. woman, age 36 years, had twins. She had 
prolonged labor but delivered vaginally. Two hours after 
the delivery, she began bleeding excessively. What do you 
think is the potential cause of the excessive bleeding? 
What nursing action must you immediately consider? 


2. A woman has extreme perineal pain 1 hour after birth. The 
physician performed a midline episiotomy before the 
delivery of her daughter, and the nurse applied an ice pack 
to her perineum. You are assigned to the woman's care. 
What nursing Interventions will you provide? 


Int Vill 


Objectives. 

1. Define key terms teten 

2. Review the phases of adolescent development, 

3. Discuss the impact of pregnancy on the development of 
the adolescent, 

4. Examine the influence of pregnancy on adolescent fathers. 

5, Discuss the impact of unplanned adolescent pregnancy on 
achieving the tasks of pregnancy. 

e. Explain the risks related to childbearing in adolescents, 

7. Outline the health education needs of the adolescent, 

В. Recognize two major risks for newborns of adolescent 
mothers. 

9. Name three specific sexually transmitted infections that are 
Increased in the adolescent population, 

10. List reasons tor the high rate of contraceptive falure in 
adolescents. 

11. Ust the principles involved in counseling adoloscents. 


Key Terms. 
adolescence (р. 355) 

advice telephone lines (2. 365) 
hotlines (p. 367) 


12, Discuss community approaches to pregnancy prevention 
in adolescents. 

13. Explain three ways to offer continuity of folow-up care 10 
lares who are discharged arty from the hospital after 
омо. 

14. Describe a prenatal home visit 

45, Outline postpartum teaching that may be provided in the 
home. 

16. Identify two high-risk newborn conditions that may be 
followed at hore. 

17. Discuss legal labiity and home care. 

18. Review the nurse's role in home care of new mothers and 
newborns 

10 Review and discuss the Health People 2020 objectives 
‘ulated to maternal-infant care, 


pelvic inflammatory disease (PID) p. 352) 
warm lines (p. 267) 


Adolescent pregnancy continues to be a social, eco- 
nomic, and health concern in the United States and 
worldwide, Rates of adolescent pregnancies, abor- 
tions, and live births are significantly higher in the 
United States than in most other developed countries. 
Clearly, nursing professionals must be aware of all 
aspects of teen pregnancy, They must be familiar 
with developmental tasks of adolescents and recog- 
nize that teen pregnancy comes at a time when the 
developmental tasks of adolescents are incomplete. 
The adolescent is not prepared psychologically or 
economically for parenthood; thus, both the adoles- 
cent (mother or father) and the child are at high risk. 
This chapter explores the physiologic and psychosocial 
aspects of pregnancy regarding the adolescent 


and society, risk factors and outcomes of pregnancy, 
parenting, and sexually transmitted infections (STIs). 


Adolescence is the period of transition from childhood 
toadulthood. It involves change, and adolescents often 
feel a sense of stress and anxiety throughout this 
period (Table 18-1). Nurses must understand the types 
of physical and psychological changes that face the 
adolescent and the sources of frustration they meet 
in society. Although specific ages are assigned to 
young or early adolescents (10 to 13 years), middle 
adolescents (14 to 16 years), and late adolescents (17 
to 20 years), passage of these periods is smooth for 
some and stormy for others, and some adolescents 
never complete all aspects of the journey, 
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The adolescent is confronted by developmental 
tasks, which vary slightly in different cultures. Tasks 
and issues that are especially significant during adoles- 
cence have been described by many researchers. Major 
tasks for the adolescent include developing: 

* An identity 

* Autonomy and independence 

+ Intimacy in a relationship 

Comfort with one's own sexuality 

* A sense of achievement 


EARLY ADOLESCENCE: AGES 10 TO 13 YEARS 
Early adolescence is a period of rapid growth and devel- 
opment. The physical changes involve all body systems 
but especially the cardiovascular, musculoskeletal, and 
reproductive systems. The adolescents self-image is 
affected as he or she attempts to incorporate both phys- 
ical and psychological changes. These young adoles- 
cents have questions about menstruation, breast 
development, testicular and penis size, and wet dreams. 
They wonder whethar they are normal and compare 
themselves with their peers. During early adolescence, 
exploratory sexual behavior may occur with friends of 
the same or opposite sex. 

During this phase, thinking remains concrete, and 
the young teenager lacks the capacity for abstract 
thinking or introspection, The early adolescent has a 
rich fantasy life. Peer acceptance and conformity are 
important to the adolescent and may result in paren- 
tal-adolescent conflict. 


MIDDLE ADOLESCENCE: AGES 14 TO 16 YEARS. 


Physiologic growth and development of secondary 
sexual characteristics may be completed during this 
period, Middle adolescents focus on making their 


appearance as attractive as possible. At this time, in 
an effort to adjust to body changes, adolescents exper- 
iment with new images, They use peers to share expe- 
riences and try out new roles, Adolescents in this age 
group have the ability to think more abstractly and 
may begin to realize the limits of their potential. For 
those in disadvantaged situations, a feeling of hope- 
lessness may begin. The middle adolescent may pe- 
come increasingly self-centered and feel invincible. 
While testing the limits of power, teens may engage 
in high-risk behaviors. Experiments with drugs, alco- 
hol, and sex are avenues for rebellion. This can be a pe- 
riod of great turmoil for the family as the adolescent 
struggles for independence and challenges family 
values and expectations. During this time, adolescents 
would like to be treated as adults; however, their behav- 
ior fluctuates. They may or may not recognize that risk 
taking behaviors can bring negative consequences, 


LATE ADOLESCENCE: AGES 17 TO 20 YEARS 


Late adolescence is characterized by the ability to main- 
tain stable, reciprocal relationships. The family becomes 
more important; however, independence from parents 
isa major part of the developmental task. By late adoles- 
cence, many teens have more realistic images of them- 
selves and are more secure about their a 
Sexual identity is usually firmly established during 
late adolescence. Problem solving ix used to view 
ces of behavior, and plans are more future- 
oriented. Ideally, the late adolescent will have devel- 
‘oped an ability to solve problems, assess many aspects 
of Ше situations, and delay immediate gratification. It 
is important for them to understand the impact of their 
choices on their future. For example, they need to think 
through the consequences of not using birth control; 
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recognize that using contraception will prevent preg- 
nancy; and be aware that unprotected sex can lead to ill- 
mess, which may involve discomfort or be life 
threatening. 


ADOLESCENT PREGNANCY 


INFLUENCES ON SEXUAL BEHAVIOR 

The meaning of sexuality to adolescents is influenced 
by communication and visual images. Adolescents’ 
communication with their parents may be open or lim- 
ited, Teenagers may avoid conversations about sexual- 
ity with their parents because they perceive that their 
parents send negative messages (admonitions) about 
sex, resulting in feelings of ambivalence, guilt, and fear 
for the teen, Some parents live vicariously through 
their teens and may send messages that actually 
encourage risk-taking behaviors, 

Televisions and computers and the Internet in the 
home create an environment in which the adolescent 
can observe sexual activity and form opinions about 
sexuality. Some adolescents confuse what is portrayed 
by the media as moral standards or publicly acceptable 
standards of behavior, 

Schools may or may not include sex education in the 
curriculum. The impact of learning about sexuality in 
school and from parents, peers, and the media has 
been studied, and broad well-prepared programs 


introduced early can have a positive impact. We do 
know that the outcomes of active sexual behavior are 
often an unplanned pregnancy and STIs. Health care 
providers must make use of ‘opportunity to 
counsel adolescents about their sexual behavior. 


programs. 
* Improved access to health care and counseling 

* Use of emergency contraceptives as appropriate 
* Ready access to nurse or physicians 

* Choice of positive group membership (ед, Scouts) 
= Choices and ability tobe autonomous 


According to comments made by teenagers, risk- 
taking behaviors with uncertain outcomes are enjoyable, 

the consequences do notseem that great, and "everybody 
else is doing it—why shouldn't" Some adolescents are 
known to brag about their sexual experiences. An 
adolescent boy may nol want to be stigmatized as being 
the only virgin in his group, and, as a result, sexually 
inexperienced adolescents conform to their peers In 
other wards, many adolescent boys and girls become 
sexually active not because of sexual desire, but because 
of the need to belong to the group (Table 18-2). 


Infuenced by friends, media, and parents, young Dysfunctional, absent, or strict family may increase 
adolescente experimenting, 55 negativo self-image, and 


Cage mid Boe not yrk o oec ict о behavior on Sc ted behavior contributes to faled 
newborn. 


or 


of parental role. 


‘Adolescent may not respond to needs of 
__ newborn, resting in safely concerns. 


Seeksindependencs Values of peers become more Important thar) Young teens respond to peer pressure; 


; this may 
infiuence need to "belong" and influence sexual 


‘rom family. valuas of parents; late adolescent selects role 
Nn personai values. provide postive role 
| Develops emotional ^ Deyelops role models, héroes, close fiends Teen may misinterpret intimacy as sexual. 
intimacy f same and, later, opposite sex. relationships and may be disappointed that early. 
sexual reiations^ips are not always related 10 
Intimacy or: 


Develops sexual Accepts puberty and develops relationships. 


Use of contraceptives is higher in adolesconts win 


Kncwedge dass not consistently control behavior 
Proper role models are helpful guides to 
adolescents. 


Develops sense of F 

career and future: opportunities available. career goals. 
Develops sense of ese tog nt vegina mide TE 

morally and personal code of ethics emerges. 
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PREVENTION OF ADOLESCENT PREGNANCY 

In 1996, the US. Congress authorized Title V, Section 110 
of the Social Security Act, providing funding to admin- 
ister abstinence-only sex education in school programs 
and omitting content related to contraception, abortion, 
and safer sex. Sex education in the schools remains a 
controversial topic, and there is little agreement about 
specific content to be taught. Some schools teach absti- 
nence-only programs, and some teach abstinence along 
with safe sex practices and STI prevention. In one study, 
abstinence-only programs did not delay intercourse, 
improve birth control, or decrease pregnancy rates 
(Oski, 2010). The effective prevention of teen pregnan- 
cies and STIs may need to involve theory-based educa- 
tion as well as behavior control (Jemmott, Jemmott, 
& Fong, 2010). The U.S. teen pregnancy rate for 15 to 
17 year olds fell from 77.1 per 1000 in 1990 to 44.4 per 
1000 in 2002. Sixty percent of adolescents today are 
using some form of contraceptive compared to 46% in 
1991, and nearly half of the 15 to 19 year olds in the 
United States report having at least one sexual experi- 
ence. Eighty percent of teen pregnancies are unplanned, 
and, although this is a decline since the 1980s and 
1990s, it still indicates а need for teen education ond 
counseling (Oski, 2010). 

The National Campaign to Prevent Teen Pregnancy 
is an organization that has a goal of reducing the rate of 
teen pregnancy by one third between 2006 and 2015, 
Teen pregnancy in the United States cost taxpayers 
$9.1 billion in 2004, with a 51 billion cost in Texas alone 
and a $12 million cost in Vermont, This organization 
distributes user-friendly educational materials for 
practitioners, policy makers, and advocates, Parents 
may not realize the impact they have in preventing 
teen pregnancy over their child's teen peers. The orga- 
nization also distributes а curriculum-based pamphlet 
for educational programs and offers tips for parents in 
how to intervene and prevent teen pregnancy. 

The overwhelming consensus is that adolescent 
pregnancy is а serious problem. As the adolescent 
matures, parents have less influence on behavior, and 
peers have more. Peer pressure controls many behav- 
lors. The desire to please peers, the feeling of invinci- 
bility, and the belief that "everyone is looking at me” 
contribute to participation in high-risk behaviors. The 
occurrence of sexual abuse and date rape contribute to 
pregnancy in the adolescent (Box 18-1). Pregnancy 
prevention programs in schools and the media should 
Assist teens in focusing on their future education and 
career goals and provide information concerning 
birth control and STI prevention. 


CONFIDENTIALITY AND THE ADOLESCENT 

‘Confidentiality laws differ in various states, meaning 
that some adolescents may not have access to confiden- 
tial counseling and contraceptive advice. If the health 


provide your own 
transportation to avoid being alone n a car vit ап 
scqusintance, 
* Never be alone i à private residence, hotel room. or 
есін 


‘code, When out alone оп a date, keep уол” сө! phone On | 
and easily accessible 

* Trust your instincts and leave whenever you feel. 
uncomtortanie. 
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care worker cannot ensure confidentiality, some teens 
‘will notseek health care, Adolescents аге at greater risk 
for complications than adults because they are the least 
likely to seek early health care. 

AIL 50 states have enacted legislation that entitles 
adolescents to consent to treatment with confidentiality 
for “medically emancipated conditions,” Although the 
law varies from state to state (see Online Resources), 
the list of medically emancipated conditions generally 
refers to contraception, pregnancy, pregnancy-related 
саге, STIs, substance abuse, and sexual assault. The 
Health Insurance Portability and Accountability Act 
(HIPAA) ensures patient privacy їп all adult cases. All 
50 states allow confidential STI testing of adolescents. 


PREGNANCY AND THE ADOLESCENT 
Menstruation is a sign of a girl's transition into wom- 
anhood and fertility and is celebrated in many cul- 
tures. However, in the United States, it is often 
Viewed asa nuisance, stressful, and sometimes uncom- 
fortable. Many young women opt to take medications 
to reduce the number of menstrual periods from the 
natural 12 times a year to 1 or 3 times a year. This 
may prevent unplanned pregnancies but these 
methods do not protect against STI infection. 

Because teens may not receive accurate information 
elsewhere, parents must be open to discussing sexual- 
ity with their adolescent children, and the community 
must have input in educational programs through 
‘organizations such as the parent-teacher associations 
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(PTAs), Providing education and accessible care can 
have a positive impact on preventing adolescent preg- 
nancy and helping teens understand their own emo- 
tional and physical feelings. Nurses can use creative 
ways to incorporate sexuality information into regular 
clinic visits. Sexuality should be discussed in the con- 
textof relationship issues, rather than dos and don'ts of 
safe practice. The American Cancer Society recom- 
mende that regular Pap smears should begin about 3 
years after sexual activity, and the test should be 
integrated into the health education plan. The impact 
of pregnancy on the adolescent is discussed im 
Table 18-3. 


TERMINATION OF EDUCATION 
Teenage pregnancy remains the main cause of drop- 
ping out ol school for adolescent girs. Sexual activity 
is often associated with poor school performance. The 
level of formal education is an important predictor of 
job advancement and eaming potential. Adolescent 
girls who have not completed high school are more 
likely to be unemployed or employed in entry-level 
jobs, and lack job security, Generally, in addition to 
holding low-paying jobs, they may have no health care 
benefits for themselves and their children. 


ADOLESCENT FATHERS 
Itis estimated that 1 in 15 boys fathers a child while he 
fs a teenager. In general, the adolescent father faces 
sociologic and psychological risks. Many adolescent 
couples do not plan to marry; however, if the adoles- 
cent boy is from a rural area or a specific cultural 


"Ac menarche, tha fret menstrual cycles are. 
regular and 


group, marriage is more likely. Some adolescent 
fathers, even without marriage, may be involved in 
the adolescent girl's pregnancy and child rearing. 

Adolescent fathers tend to achieve less formal edu- 
cation than older fathers, and they enter the labor force 
earlier and with less education. The stresses of preg- 
nancy on the male adolescent come from several 
sources. He is likely to face a negative reaction from 
his own family and from the girl's family. The young 
girl's parents may refuse to let him see their daughter, 
which often makes him feel isolated, alone, and unable 
to give her support. His future career may be threat- 
ened by early marriage or quitting school (о support 
the pregnant girl and new child. Also, his relationship 
With his peers is altered. 

The lack of responsibility shown by some adolescent. 
fathers is а reflection of cultural and community atti- 
tudes. Sometimes an adolescent's ability to impregnate 
may be viewed, among peers, with a sense of pride and 
ава sign of manhood, 

As part of counseling, the nurse should assess the 
young man’s stressors, his support system, and his 
plans for involvement in the pregnancy. If the father 
is involved in the pregnancy, the young mother may 
feel less alone and may be better able to discuss her 
future plans. The young father should be welcomed 
in the prenatal sessions. 

А sizable number of fathers are 6 or more years 
older than the adolescent mother. Some younger girls 
are more likely to have much older sexual partners. 
Older sex partners may be supportive of the pregnant 
adolescent before the delivery, but their relationship 
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with the mother and newborn may weaken over time. 
Before delivery, many unwed fathers may plan to con- 
tribute to the support of the mother and newborn, but 
during delivery, most adolescent girls select their 
mothers as their support person. 


NURSING CARE OF THE PREGNANT ADOLESCENT 
ANTEPARTUM CARE OF ADOLESCENTS 

During the first prenatal visit, the teen should be 
welcomed and praised for seeking prenatal care. Knowl- 
edge of the adolescent's individual needs, cultural pref- 
erences, and developmental level is essential in planning 
effective prenatal careand education (Table 18-4). Teach- 
ing techniques most effective for adolescents include 
orienting care protocols to current needs and using 
visual aids and simple language. Immature communi- 
cation skills may prevent the teen from expressing 
herself and asking questions about the pregnancy. Preg- 
nant adolescents should be screened for STIs and sub- 
stance abuse and offered detailed, mutually developed 
nutritional plans, Eating foods rich in calcium and 
vitamin D, regular exercise and muscle activity is neces- 
sary for bone health in the adolescent as well as fetal 
development during pregnancy. A support person 
who accompanies the adolescent to the clinic should 
be actively involved in the prenatal education. Commu- 
nity resources and agencies for additional information 
and counseling should be provided. 

CARE OF THE ADOLESCENT DURING 

LABOR AND DELIVERY 

The adolescent is often modest and тау not tolerate 


pain well. Breathing and relaxation and concentration 
techniques require patience that many teens lack. Pain 


control and adequate coaching are essential, especially 
if a support person is not present. Suggestions to an 
adolescent support person must be given in a clear, 
concrete, detailed manner and involve specific direc- 
tions and activities. The nurse must carefully explain 
to the adolescent in labor what is being done and what 
can be expected in order to prevent fear from develop- 
ing and establish a trusting patient-nurse relationship. 


CARE OF THE POSTPARTUM ADOLESCENT 

‘The adolescent may have inadequate coping skills to 
transition to parenthood and parenting re- 
sponsibilities. She may feel overwhelmed. Issues of 
child care, finances, schooling, and family dynamics 
need to be addressed. Encouragement, support, 
instruction, and an opportunity to practice perineal 
self-care and care of the newborn should be provided. 
The nurse can help adolescent parents integrate the 
newborn into their lives and offer them resources in 
the community for follow-up care. Grandparents 
who take over the complete care of the newborn may 
interfere with the teen's development of parent- 
newborn attachment and adversely affect the teen's 
self-image and future parenting skills. Grandparents 
сап be encouraged to help with household tasks and 
offer positive suggestions and guidance that enable 
the teen parent to develop coping and parenting skills. 


ADOLESCENT PARENTING 

The transition to parenthood is по! easy for adolescents, 
Often they still have unmet needs in their own phase of 
development. Acceptance of the role of parenting, 
including the responsibility of newborn care and their 
changed self-image, now sets them apart from their 
peers. Often they feel excluded from desirable "fun" 


Care and the Effect of Adolescence on the Tasks of an Unplanned 
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activities characteristic of others their age because they 
are prematurely forced into the adult role. 

Parenting programs available for adolescent 
mothers may be limited or nonexistent in the commu- 
nity, Adolescent mothers may also find they have little 
social and financial support. Many adolescent girls 
welcome the assistance of newborn care offered by 
their mothers, aunts, or grandmothers. In some cul- 
tures, a designated member of the family may accept 
the complete responsibility of rearing the child. 

Many adolescent mothers tend to have repeated 
pregnancies that are closely spaced, which increases 
the risks to their health, continued education, and eco- 
nomic future, These factors create family instability and 
further impair good parenting, И the couple marries as 
teenagers, divorce tends to be more common. 

Characteristic adolescent mother child-rearing 
practices have been identified, including insensitivity 
to newborn behavioral cues (e.g, crying, soiling dia 
per), pattern of limited nonverbal interaction, lack of 
knowledge of child development, preference for 
gressive behavior and physical punishment, and lim- 
ited learning in their home environment. Adolescent 
mothers tend to be at risk for non-nurturing behaviors, 
particularly in areas of inappropriate expectations. 
They may expect too much of their children because 
of limited knowledge of child developmental tasks, 
Adolescents often characterize their newborns as being 
“fussy.” This description may relate to lack of knowl- 
edge that newborn crying is behavior, These 
findings suggest a need for parenting classes for high 
schoo! students 

Nurses must understand that the adolescent faces 
many hardships of living in two worlds—adolescence 
and motherhood. Appointment schedules need to be 
flexible, or follow-up care may not be sought, Support 
groups and child care resources may be needed so the 
adolescent can finish schoo! and participate in some 
adolescent-type activities. Referral to agencies or pro- 
fessionals to help the adolescent develop coping skills 
and adapt to the parenting role may be necessary to 
develop a plan for a more positive future 


URINARY TRACT INFECTIONS AND SEXUALLY 
TRANSMITTED INFECTIONS IN ADOLESCENTS 
URINARY TRACT INFECTIONS 
Urinaty tract infections (UTIs) in sexually active young 
women must be differentiated from STIs, Periurethral 
bacteria ascend into the bladder, especially alter sexual 
intercourse, Spermicidal coated condoms сап alter 
vaginal flora allowing: colonization of bacteria that 
increases the risk for UTIs. Voiding after sexual 
intercourse is encouraged. Signs and symptoms of 
UTIs include: 

* Suprapubic pain 
* Urgency and frequency 


* Hematuria 

* Back pain 

The drugs used to treat the adolescent with a UTI 
include nitrofurantoin or trimethoprim and sulfameth- 
‘oxazole (TMP-SMX), which replaces amoxicillin as the 
drug of choice for а 3- or 7-day course. Nursing care 
and teaching include encouraging a glass of cranberry 
juice every day, which prevents Escherichia coli from 
colonizing the wall of the bladder and probiotics to 
maintain a normal protective flora, 

There are usually no vaginal signs and symptoms 
(eg, vaginal discharge) with a UTI. Generally speak- 
ing, urinary signs and symptoms without vaginal 
discharge often means a diagnosis of UTI, whereas 
urinary signs and symptoms wilh vaginal discharge 
often result in the diagnosis of an STI (Robbins & 
Shew, 2010) 


SEXUALLY TRANSMITTED INFECTIONS 


Unprotected sexual behavior among teens can have 
two major consequences: pregnancy and STIs. The 
Centers for Disease Control and Prevention (CDC) 
state that people younger than 25 years account for 
half of new STIs in the United States (Oski, 2010). 
1t ix estimated that 46.8% of U.S. high school stu- 
dents have had sexual intercourse with 14% having 
had multiple partners (Ventura, Abma, Mosher, & 
Henshaw, 2008), 

Adolescents often do not seek health care because of 
limited access, preference for nonpharmacologic birth 
‘control methods, involvement with multiple partners, 
fear of lack of confidentiality, lack of knowledge about 
free programs, and other personal preferences, Atten- 
tion to these factors is essential to reduce the alarming 
STI incidence among adolescents. The role of a nurse as 
a health care provider is to use all opportunities to in- 
crease adolescents’ understanding of the relationship 
of heir lifestyle to their health, including STIs 

Adolescent girls are biologically more susceptible 
than adult women to STIs because of epithelium that 
is present on the cervix (Kliegman, Behrman, Jenson, 
& Stanton, 2007) and the typical risk-taking behaviors 
common in this age group. Because young teens are 
concrete thinkers, they often do not seriously consider 
long-term effects of their actions. STIs are discussed in 
more detail in Chapter 20. 


DIAGNOSTIC TESTS 

А pelvic examination may be required to obtain spec- 
imens for testing. Nucleic acid amplification tests 
(NAAT) are highly sensitive tests for Chlamydia and 
Neisseria yonorrhoene and use urine samples for testing, 
A DNA probe for the diagnosis of vaginitis and bacte- 
rial vaginosis, candidiasis, and trichomoniasis is also 
available. Other tests are available that use first-void 
‘urine specimens in male patients and a vaginal fluid 
specimen in female patients. 
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Teen Pelvic Examination. 


* Use а siender speculum. 

* Provide privacy. 

* Provide chaperone or support person. 

* Use specially rained team wit assault kit ало support per- 
‘son if needed. 


* Maintain confidentialty, 

* Fully inform adolescent of any legal requirements (à toon who. 
lê voluntarily sexually active needs confidentially, whereas а 
toon who is being sexually abused needs protection) 


TREATMENT REGIMENS 


Single-dose therapy is available for chlamydia, gonor- 
rhea, and trichomoniasis, and follow-up care is advised. 
Quinolones are not recommended for treatment of gon- 
orrhea infections in Hawaii, Asia, and the Pacific and 
are contraindicated in persons younger than 18 years 
(see Chapter 20). Bacterial vaginosis can be treated by 
intravaginal metronidazole gel or an oral metronidazole 
pill foc 7 days. It is recommended that the teen abstain 
from alcohol during treatment and avoid latex barrier 
contraceptives if intravaginal (oil-based) gel is used. 
Vulvovaginal candidiasis can also be treated with a 
single dow tablet of fluconazole, 

Pelvic inflammatory disease (PID) is а common com- 
plication of STIs in adolescents and can increase risk 
for ectopic pregnancy, infertility, and chronic pelvic 
pain later in life. PID is an infection of the upper genital 
tract, endometrium, fallopian tubes, and adjacent 
structures, usually from organisms present in the 
lower genital tract (vagina). Broadespectrum antibi- 
Ойс» are the treatment of choice. 


PREVENTION OF STIs 
Teaching developmentally appropriate, positive 
health behaviors, and “safer sex” practices such as 
proper condom use and effective communication tech- 
niques is an important strategy for STI prevention 
Risk assessment and preventive screening are essential. 
for sexually active teens, 


CONTRACEPTION AND ADOLESCENTS 


Adolescents who are sexually active often do not use 
contraceptives correctly. There may be an increase in 
the use of condoms among adolescents; however, their 
use is not consistent. Many adolescents believe that 
preparing for sexual intercourse by having contracep- 
lives available interferes with the spontaneity and 
romance of the moment. Many teenagers think that 
they are not vulnerable to pregnancy (ie, they will 
not become pregnant), Others, because of confusion 
ог misinformation about the physiology of their bod- 
ies, do not understand the risk of pregnancy. Many 


girls are afraid that they will be considered “bad girls? 
if they use contraception because that means they have 
planned for sexual intercourse. Many adolescents are 
‘not aware that withdrawal at the beginning of ejacula- 
tion is not an effective birth contro! technique because 
the pre-ejaculate [luid contains sperm. 

Adolescent boys are known to carry condoms in 
their wallets merely as a stris However, body heat 
can decrease effectiveness of the spermicide contained 
within the condom. Many boys say they do not use 
condoms because it can decrease their pleasure. Other 
adolescents say that they do not use contraceptives 
because they do not anticipate having intercourse. 

Other factors contributing to the use or disuse of соте 
traceptives include availability, cost, and confidential- 
ity. In a large study (Guttmacher Institute, 2006) found 
that many students may be unaware of their rights 
to confidentiality for certain health problems (Box 18-2), 

In counseling adolescents about contraception, the 
nurse must consider the adolescent's maturity level, 
moral and religious beliefs, motivation to avoid preg» 
nancy, frequency of intercourse, regularity of menses, 
and knowledge of risks of contracting STls, Including 
human immunodeficiency virus (HIV) or acquired im- 
munodeficiency syndrome (AIDS). Adolescents need 
education about all contraceptive methods, including 
abstinence. The method chosen should reflect the 
teenager's lifestyle. Outcomes of active sexual behav- 
ior must be emphasized. Emergency contraception 
is available within а 5-day window of unprotected 
sexual intercourse and is effective (Glasier, Cameron, 
Fine, et al, 2010). Contraception ís discussed in detail 
їп Chapter 19. 


consent was obtained and thé then appeared matura. 
тау be suficient. 


A mandatory report to the stata is required when: 
* Cnid abuse (including rape) is involved or suspected, 
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ELECTIVE ABORTION 


Many adolescent pregnancies are terminated by elec- 
tive abortion, which is not an easy decision for most 
teenagers. Many adolescents are aware of conflicting 
and moral views about abortion, and some 
view having a baby as exciting without understanding 
the responsibilities involved. Many adolescents do not 
know where to seek services or various options such as 
adoption; they may lack transportation to facilities or 
the financial means to pay for services available. The 
parents of the adolescent often intervene in the deci- 
‘sion to carry the pregnancy to term or to seek termina- 
tion of the pregnancy, Adolescents may be in denial 
about their pregnancy ог not tell their parents for fear 
of violence or loss of support. The delay in discussing. 
their pregnancy may limit the options available. 
Professional counseling is essential to avoid serious 
psychological consequences in later Ше, Effective. 
early contraceptive education can prevent the need 
for abortion in adolescents, Abortions are discussed 
їп detail in Chapter 13. 


PRENATAL PROGRAMS AVAILABLE 
TO ADOLESCENTS. 


Three types of programs that offer prenatal care to 
adolescents are clinic programs, private medical ser- 
vices, and school-based programs. The choice of pro- 
gram depends on the program's accessibility and the 
financial circumstances of the adolescent and her fam- 
ily, Private practice care is provided by physicians in a 
single or group practice or associated with managed 

th care organizations. Until the Health Care Re- 
form Act of 2010, these services were usually available 
only to people who were covered by а medical insur- 
ance plan or who could afford to pay. For families 
without insurance or financial resources, an option is 
medical assistance paid by Medicaid benefits or 
through federal programs. The community nurse 
may act as a resource by providing the family with 
list of health care practitioners who accept Medicaid 
patients. Principles of teaching the adolescent are 
reviewed їп Box 18-3, 

Nurses can provide or refer young parents to educa- 
Чоп or counseling programs designed for adolescents. 
School-based and community clinics and school cur- 
ricula can help adolescents delay pregnancy or assist 
them in understanding basic child care, Sex educalion 
and guidance to prevent repeated pregnancies can be 
provided during well-child clinic visits. 

Adolescent pregnancy and parenting issues are com- 

and challenge nurses to search for effective 
approaches to reduce ur alleviate the problems 
(Box 184). Some high schools offer “reality experi- 
ences” with computerized dolls that help teens role play 
and understand parental responsibilities. Interventions 
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‘high-risk behavior. 
* Let the adolescent make final choices and decisions, 


that promote positive choices, nurturing attitudes, and 
self-esteem among adolescents should be a goal of the 
nurse (Table 18-5). 


COMMUNITY RESPONSIBILITY — _ 
The National Campaign to Prevent Teen Pregnancy, 
initiated in 1996, is a private, nonprofit organization 
made up of a broad spectrum of religious, political, 
social, human services, health, and academic organiza- 
tions. The Association of Women’s Health, Obstetric 
and Neonatal Nurses (AWHONN) is one of the profes- 
sional organizations that joined this group and has 
made а commitment to focus on prevention of adoles- 
cent pregnancy, In its first year, the national campaign 
allocated money to fund better evaluation of adolescent 
pregnancy programs and offered some incentive grants 
for communities, In addition, the national campaign 
has a task force to review the incidence of adolescent 
pregnancy and another task force to review the research 
on the effectiveness of pregnancy prevention programs. 
Thus far, the campaign has found that adolescent 
pregnancy is a multifaceted problem with no easy 
answers. The best approach in local areas is strong, 
community-wide involvement with à variety of 
programs directed at multiple causes of the problem, 
‘The national campaign's task force has identified the 
following critical characteristics of successful programs: 
* Involvement of adolescents in planning the 
programs 
* Role models from the same cultural and racial 
backgrounds 
* Long-term and intensive. 
* Focus on adolescent needs and providing 
confidentiality 
= Nonjudgmental counselors who understand the 
developing adolescent 
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The Nurse as an Adolescent Counselor 
1. Nurses who counsel adolescents must consider special 


‘sexual activity unless they feel ther discussion will be. 
‘held confidential. 

* Adolescents may be noncompliant in taking daly 
medication 


In response to efforts at containing health care costs, 
consumer demand for participation in their own 
care, and the availability of new technologies, options 


‘acceptable to some female adolescents who require 
care. 


* Encouraging business groups or organizations to “adopt 
schoo!” and help plan educational 


programs. 

* Involving the community in fund-raising for educational 
programs and teen centers 

** Including teens as leaders in planning and implementing 
programs 

d TONO hs اوھ‎ especially in shopping. 


6. Community programs developed should include: 
‘health, 


‘counseling 
* Activities for toens in a safe environment 


concerning health care delivery continue to be 
developed. A dramatic increase has occurred in both 
antepartum and postpartum maternal-newborn 
home care. Both low-risk and high-risk women and 
newborns, if they meet certain criteria, are able to be 
monitored or treated at home, whereas previously they 
would have been kept in the hospital. 

Essential teaching and patient or caregiver com- 
petencies must be achieved and documented before 
hospital discharge of a high-risk patient. For post- 
partum care, these include cord and circumcision 
care, use of a bulb syringe, maternal perineal hy- 
giene, diet, breast care and breastfeeding, exercise, 
rest, and follow-up care. Written instructions are in- 
cluded because often the excitement of the moment 
decreases retention of the information given. In 
1996, the Newborns’ and Mothers’ Health Protection 
Act was signed into law and guaranteed а 48-hour 
hospital stay for normal births and a 96-hour stay 
after cesarean birth. Many states mandate home 
care follow-up for women discharged in less than 
48 hours. 


HOME CARE SETTINGS 


‘Community health nurses have long been providers 
of maternity and pediatric home care. Traditionally, 
professional nursing care has been delivered in the 
home by community health nurses within a public 
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health system or by visiting nurse agencies. The goals. 
of community health nursing have always included 
health promotion and disease prevention. The 
movement toward patient-managed high-technology 
care, both prenatal and postpartum, in the home 
setting continues to rise. Advances in portable 
machines and wireless technology allow care їп the 
home that in the past could be given in the hospital 
only. Wireless Internet provides the nurse with access 
to patient information and the orders of the health 
care provider. The goals of home care services 
are to fill the gap made by the brief hospital stay, 
coordinate multidisciplinary саге, and make appro- 
priate referrals. Home care can take place in the pa- 
tient's own home, short- or long-term care facilities, 
foster care, or hospice care. Telephones, hand-held 
computers, Internet and e-mail, and videoconferenc- 
ing are also available and part of the home health care 
scenario. 


PROTOCOLS AND TOOLS 


Matemal-newbom professional organizations have 

tools, such as a critical pathway, to delin- 
vate a time frame for all significant tasks to be accom- 
plished during a hospital stay (see Chapter 1) 
Emphasis is placed on identifying leaming needs 
and skills most essential in the peripartum period 
and in providing supportive newborn care. Written 
material is given to the women to aid in the teaching 
and learning process. Help or advice telephone linos 
are used for extended home care, but this method relies 
оп the family to initiate the telephone contact and usu- 
ally deals with immediate concerns. E-mail is a method 
‘of communication between the family and the health 
care provider or nurse via the electronic medical 
recond (EMR). Many managed care organizations send 
health care publications to their members’ homes, 
offering timely tips on health care, Some hospitals have 
a maternal-newbom outpatient clinic to replace or sup- 
plement a home visit program. Nursing protocols 
for postpartum home care are available from the 
AWHONN and are used as guidelines for assessing 
families 


The nurse assists in teaching, caregiving, and 
preparing the woman and her family for discharge. 
The nurse also collaborates with the woman in plan- 
ning the extended care in the home and counsels 
and provides referrals ax needed. 


LEGAL ISSUES 


The provision of home care services is not without risk 
of legal liability. Two types of legal Liability that can be 
faced by home care agencies and nursing staff are pro- 
fessional negligence and violation of state licensing 
laws. The nurse can be involved in а lawsuit for 


professional negligence when a patient is injured or 
dies, and it is alleged that the nurse or other home 
health care team member's conduct was the direct, 
or proximate, cause of the injury or death, The nurse 
must have a thorough understanding of the nurse 
practice act related to his or her level of expertise 
and be careful to work within those guidelines, refer- 
ring the patients as needed. Counseling and advice 
must be objective and have a sound rationale, Commu- 
nity health nurses need to have maternal-child nursing, 
knowledge and skills, skills, the ability to 
work with a multidisciplinary team, use high technol- 
ору, and communicate effectively. Telephone counsel- 
ing is also a type of home care, Telephone techniques 
require special triage competence. Open-ended ques- 
tions reveal information necessary t» determine 
whether a problem is serious and requires immediate 
medical care or not serious and can benefit from tele- 
phone advice and reassurance. Written protocols and 
guidelines are usually provided. 

То reduce the risks of legal liability, consent forms 
and documentation are extremely important. Health 
care interventions must be established on a sound 
scientific basis and backed ор by evidence-based prac- 
tice. In the home, the nurse must act as a member of the 
interdisciplinary health care team and maintain bused 
communication with the team members to ensur 
that proper patient care is provided. AWHONN j^ 
identified the knowledge and skills necessary for com- 
petent nursing practice in providing perinatal care in 
the home setting. Clinical protocols and pathways 
for home care have been designed, and adherence is 
reviewed by accrediting agencies such as The Joint 
Commission (TIC), 


ALTERNATIVE HEALTH CARE PRACTICES 


The nurse in the home care setting can best observe 
the use or abuse of home remedies, the impact of 
cultural practices and alternative health care prac- 
tices on the pregnant or postpartum woman, and 
their effect on the outcome of pregnancy. See 
Chapter 21 for a detailed discussion of alternative 
health care practices. 


HOME PREGNANCY TESTS 

Home pregnancy tests are sold over the counter 
jn most drugstores at a reasonable cost, and the nurse 
is often asked about their reliability. IF the test result is 
positive, the mother should be encouraged to seek 
early prenatal care, The positive pregnancy test does 
mot confirm a uterine pregnancy but merely confirms 
presence of human chorionic gonadotropin (hCG) in 
the urine, Other conditions requiring immediate care, 
such as ectopic pregnancy or hydatidiform mole, could 
cause a positive pregnancy test. 
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PRENATAL HOME VISITS 


Home care during pregnancy usually includes a 
discussion of: 

» Physiologic and psychological changes 

* Compliance with prenatal visits 

* Use of monitors or other special instructions 

* Common discomforts of pregnancy 

Self-care for common discomforts of pregnancy, 
including good body mechanics and other preventive 
care; is reviewed by the nurse with the pregnant 
woman in the home. The nurse also reviews the use 
vf home monitors and kick counts for prenatal women. 
‘The home setting is the ideal place to review home 
safety and medicines in the woman's medicine cabinet. 
that should be avoided during pregnancy or while 
breastfeeding. 


PRENATAL CARE FOR LOW-RISK PREGNANCIES 
Home care can be beneficial to a pregnant woman, 
especially if the woman is having difficulty accessing 
health care. There may be a lack of locally available 
health care facilities, problems with transportation to 
the facility, or difficulty with available appointment 
times because of family responsibilities or employ- 
ment hours. The nurse can help identify and remove 
barriers that are keeping the woman from attending 
the prenatal clinic appointments. 

The nurse conducts typical prenatal health assess- 
ments and interventions. He or she takes а health his- 
tory and performs screening procedures typically 
conducted in the office or clinic, including vital signs, 
urine screen, weight; fundal height, dietary intake, 
hygiene, and physical activity. Depending on the 
gestational age, the nurse listens to fetal heart rate 
and discusses fetal activity with the woman, The nurse 
discusses the use of phone contact as an option for 
continuity of care. He nr she also mentions available 
social support services. Documentation of all assess- 
ments made by the nurse is essential, 

Throughout the home visit, the nurse takes the 
opportunity to teach self-care, including changes that 
may indicate a potential health problem, Health edu- 
cation is aimed at reducing poor health habits, such as 
smoking. The nurse provides anticipatory guidance 
to help the family plan for changes that must be made 
after the birth of the newborn, such as identification 
of an available support person. The nurse can assist 
the parents in preparing for newborn needs (ei. 
crib). The extended family should be involved in 
the planning, and the nurse should be culturally 
sensitive. 


PRENATAL CARE FOR HIGH-RISK PREGNANCIES: 
In high-risk pregnancies, limited activity is commonly. 


prescribed to prevent preterm delivery and to provide 
lime for the fetus to develop in utero, Home care allows 


а more normal environment while minimizing family 
disruption and allows the woman to have greater 
control while continuing to receive safe, supervised 
health care. The nurse discusses the importance of rest. 
and asks whether any barriers, such as caring for other 
children or family members, will keep the woman 
from carrying out the prescribed treatment. 

А woman who is at risk for preterm delivery may 
be discharged from the hospital to be monitored at 
home. Home fetal assessments include kick counts, 
Although three kicks per hour is average, if there 
are fewer than 10 movements in 12 hours, the woman 
should contact her health care provider (Gabbe, 
Simpson, & Niebyl, 2007). Kick counts provide reas- 
stirance of fetal life, assist in bonding, and help the 
mother take responsibility for fetal surveillance. Some 
monitoring devices can transmit information by 
phone to a central unit at the hospital, where it can 
be evaluated by the expert health care provider, The 
home nurse may also review techniques for monitor 
ing glucose levels when indicated and reinforce 
responses to the test results. 

Set standards and criteria must be met for women to 
be eligible for home care in a high-risk pregnancy, 
Standard protocols for the home care of high-risk preg- 
nancies have been developed by the American College 
of Obstetricians and Gynecologists (ACOG). 

Education concerning signs and symptoms of pre- 
term labor, the use of the monitor, and the importance 
of communication with the advice nurse by phone is 
reinforced with each home visit, The nurse reviews 
the woman's ability to cope with her home environ- 
ment and responsibilities, assesses her compliance, 
and documents an individualized care plan for each 
patient visit made. 


POSTPARTUM HOME VISITS 

POSTPARTUM CARE FOR LOW-RISK MOTHERS 
Postpartum home visits are an extension of the hospi- 
tal or agency service. The decision to extend home 
visits beyond one or two times depends on the family's 
needs. The mother is assessed to determine whether 
her recovery is proceeding normally and whether 
any complications exist, The newborn is assessed for 
normal and potentially abnormal clinical findings 
(eg. jaundice), Referrals are made as needed, 

Documentation is extremely importantand includes 
recording the assessment findings, interventions, and 
teaching provided. Documentation serves as a legal 
record of the visit and also justifies reimbursement ог 
payment for the services, 

Early discharge from the hospital setting places a 
special ibility on the home care nurse concern- 
ing the mothers health and the baby's progress. 
Promoting bonding between parents and child, ob- 
serving the parent's ability to care for the child and 
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recognize cues regarding needs, and assessing flexibi 
ity of care are important activities that should be docu- 
mented (Figure 18-1). Kangaroo care (Le, skin-to-skin 
contact) should be encouraged (sce Skill 15-2). This can. 
be done with preterm and term newborns. 

Readiness for learning does not always occur in the. 
first days of the postpartum hospital experience. The 
nurse reviews warm lines, which are telephone num- 
bers that can be used to answer questions that may 
arise, and hotlines, which are telephone numbers that 
can be called 24 hours a day in case an emergency 
arises. 

The nurse answers questions concerning common 
postpartum discomforts (such as episiotomy sutures, 
constipation, cramping, lochia, and resumption of sex- 
ual activity) and discusses complaints or problems 
(such as urinary burning). Optimum rest periods, the 
use of a support person, and psychological status 
(postpartum blues) are discussed. The nurse also 
reviews family planning issues, The family picture is. 
more readily available to the home care nurse who 
actually sees the home situation, and he or she can 
be a valuable link with the maternity staff for follow- 
up care and referral. Adaptation to the new roles of 
parenthood can be best evaluated by the use of 
open-ended questions such as, “What is it like being 
a new father?” 

Postpartum home care goals include assessing, 
teaching, counseling, and referral (Box 18-5). Doc- 


Guidelines for т Home Visit 


umentation of the information provided in the hc 
pital can aid the home care nurse in deciding whi 
areas of teaching need coverage or reinforcement 1 
the individual patient and family. The postpartu 
visit is a short-term plan in normal situations. Furth 
follow-up is usually initiated by the mother by using 
telephone warm line or hotline for advice. 

The postpartum home care nurse usually prepar 
content for the visit, plans the travel and directio 


FIGURE 18-1 A father learns how to cres в newborn under the 
‘guidance of э home health nurse, 


 PRE-VISIT PREPARATION 

inform famiy about the purpose of the visit, 

* Establish a convenient Ume for the visit. Confirm address 
and routo to farmi home. 

* Obtain writen consent for skil nursing services to be 
provided. 

+ Obtain a physician's order for procedures such as blood 
tests, 

* Review all appropriate information for mother and newborn 
(e.g. hospita discharge summaries, reterral forms] 

* Identity appropriate community resources and teaching 
maternal to meat needs, 


IN-HOME INTERVENTIONS 

* Introduce self and establish purpose of postoartum folo. 
up vit 

* Establish trusting relationship by bref period of social 
interaction. 

* Obtain complete health history for both mother and 
gendem. 

* Perform complete physical assessment for mother, 
including vital signs, breast examination, fundal height. 
lochia, and episiotomy oF abdominal incision 

* Perform complete physical assessment lor the nawbom, 
including vital Signs, welat. hydration, and bowel and 
bladder functions: 


* Throughout vist, collect data to assess emotional 
adjustments of individual famiy members to newborn and 
ову changes. 

* Робот procédures or treatments, such as a 
henyetonuria (РКИ) blood lost, ordered for reborn. 
+ Assess the safety of the home environment, including the 

newtxûrn'S slaaoing arrangements. 

+ Assess mother's ability fo provide Gare, including 
‘emergency care and carciopuimonary resuscitation, 

‘= Prove teaching regarding previously denden 
problems: 

* Refer family to appropriate community resources, such as 
warm Inas and support groups, 

‘= Develop plans for subsequent visits it authorized, 

IN-HOME END OF VISIT 

* Summarue the main ponts of the visit with the parents, 

* Provide information about reaching the nurse or agency it 
nestled before the next scheduled Vist. 


POST-VISIT ACTIVITES 

* Document the Mit throughly to serve as a legal record o 
‘the sit and to allow third-party reimbursement. 

* Communicate with appropriate care providers as needed, 
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(ensuring her own safety in unfamiliar neighborhoods 
is important), consults with the office or hospital staff, 
and reports findings to the health care provider. 
Postpartum parenting classes are available in some 
communities to discuss postpartum self-care, exer 
cises, newborn care, bonding, and parenting issues 
(Figure 18-2). Videos are available at community 
libraries, and newsletters are often part of a hospital's 
follow-up care program. The Internet has become an 
avenue for information, but the nurse needs to assist 
parents in assessing the reliability of the source or 
website. 


HOME CARE FOR LOW-RISK NEWBORNS 

During the routine newborn follow-up visit at home, 
the nurse observes and demonstrates, as needed, new- 
born positioning, carrying, home facilities, household 
safety, and the condition of the newborn's cord and cir- 
cumcision areas. Information concerning growth and 
development, anticipated safety needs, immuniza- 
tions, and follow-up care is discussed. Bonding 
between parent and child is a major gool, The nurse 
also reviews newborn feeding technique, including 
formula preparation or breastfeeding. A lactation 
consultant can be contacted if needed, 


HOME CARE FOR HIGH-RISK NEWBORNS 


Apnea monitoring and phototherapy are the most 
common monitoring procedures performed at home 
for high-risk newborns (see Chapter 16) 
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Jaundice 

Because newborns are especially at risk for dehydra- 
tion and jaundice, which may not be manifested before 
discharge, most pediatricians recommend that early 
newborn discharge include follow-up home visits 
within at least 48 hours after birth, Assessments of 
degree of jaundice, normal stool patterns, newborn 
behavior, and maternal-newborn interaction can be 
critical for the newborn's well-being. Some agencies 
have standing orders to obtain blood for specific rea- 
sons; therefore, if the newborn appears jaundiced, a 
heel stick for bilirubin levels may be performed. 

Tf the bilirubin level is elevated, the newborn can re- 
ceive phototherapy at home, The parents are taught 
how to assess the newborn and how to use the equip- 
ment. A fiberoptic phototherapy blanket (BiliBlanket) 
is effective and easy to use (Figure 18-3). During pho- 
totherapy, bilirubin in the skin absorbs the light and 
changes into water-soluble products, which can be 
excreted in the bile and urine, thereby lowering the 
elevated serum bilirubin level and decreasing the 
potential for neurologic damage. Hyperbilirubinemia 
and phototherapy are discussed in Chapter 16, 


Respiratory Problems 

Newborns with suspected respiratory problems may 
be sent home with oxygen or an apnea monitor. The 
home health nurse must assess the use of the equi, 
ment and parent competencies in cardiopulmonary 
resuscitation (CPR) for the newborn. Strategies to 
prevent overprotection are important. 


BREASTFEEDING 


Healthy People 2020 set a goal to increase to at least 82% 
the number of women who begin breastfeeding by the 
time of discharge from the hospital, exclusively breast- 
feed for at least 6 months, and continue breastfeeding. 
for 1 year. The goals also include increasing “baby 
friendly hospitals” and workplace accommodations 
for breastfeeding, The World Health Organization 
(WHO) recommends breastfeeding to 1 year of age 
and encourages breastfeeding until age 2. Breast milk 
provides a specifically tailored combination of pro- 
teins, carbohydrates, and fats for the newborn, In addi- 
tion, breast milk provides immunologic protection 
against infection and may decrease the incidence of 
chronic illnesses later in life. Breastfeeding also facili- 
tates early maternal-newbom attachment. The nurse 
can assist the mother in breastfeeding techniques 
and refer to community sources for continued support 
ала guidance. Breastfeeding techniques are discussed 
in Chapter 11. 

Breastfeeding education and intervention home 
visit programs are available to provide in-home sup- 
port for mothers and newborns who are thought to 
be at high risk for breastfeeding failure. One or two 
home visits often enable mothers and newborns to 
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breastfeed with success. In many communities, the 
home health nurse can call on a lactation specialist 
to assist in initiating the breastfeeding process 
(Figure 18-4) 


THE HOMELESS MOTHER AND NEWBORN 


Homelessness is defined as а lack of а permanent 
home and is not limited to women who must live on 
the street, Some women live in single-room hotels, 
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and others stay with friends or live in the garage of 
extended family. Homeless women often have diffi- 
culty accessing care, receive care from different health 
care providers at different sites, and have incomplete 
medical records. Follow-up is difficult. Before dischar- 
ging a mother with her newborn infant, itis essential to 
determine that she has a place to go and has a way of 
obtaining help for herself or her newborn. The nurse 
can be a key link in facilitating referrals to outreach 
programs, support services, counseling, shelters, and 
follow-up medical care 

Much of the homeless population in the United 
States results from domestic violence or single-parent 


poverty. The parent and newborn health problems in- 
volved with homelessness include malnutrition, respi- 
ratory and nutritional disorders, lack of preventive 
care, and development or continuation of high-risk 
behaviors (such as use of drugs or alcohol and prosti- 
tution) or mental illness, to survive in the streets. The 
benefits offered in the Health Care Reform Act of 2010 
have not yet been evaluated, and some actions do not 
take effect until the year 2014. Often the nurse's first 
contact with a pregnant homeless woman is late in 
her pregnancy unless a serious complication devel 
caused the woman to go to a public health 
care facility for care 
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Nursing intervention includes getting involved 
with the community leaders and legislators, speaking 
out, identifying women at risk, providing support and 
referrals to existing community resources, educating 
for self-care, and documenting the woman's inability 
to obtain care as evidence of a community problem. 
Free or low-cost child health care is available, and 
nurses should be aware of how to refer families to 
these agencies. 

Affordable child care is a challenging issue, and any 
nurse in the home or community setting should in 
quire about facilities used, Women who try to work 
and support themselves need to have child care for 
their preschool children. National goals for Healthy 
People 2020 include national accreditation of childcare 
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facilities with background checks lor all workers 
and interventions in the community to prevent teen 


‘Pregnancy. 


COSTS OF EARLY DISCHARGE AND HOME CARE 


‘The potential reduction in the cost of hospital care is a 
positive benefit of early discharge programs. Itis argued 
that the true cost of early discharge and services com- 
pared with the longer hospitalization stay has not been 
thoroughly analyzed. Post-discharge services, such as 
follow-up visits by maternal and newborn health care 
providers, have not always been included in these data. 
Consequently, although hospital costs have decreased, 
total costs for the care of the mother and newborn are un- 
known. Continued research is necessary. 


HEALTHY PEOPLE 2020 


‘The origins and purpose of the Healthy People program 
are discussed in Chapter 1. Goals of Healthy People 2020 
focus on health promotion and illness prevention 
rather than disease specific objectives seen in Healthy 
People 2010, Many Healthy People 2010 objectives have 
"been retained in Healthy People 2020, and several new 
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Adolescence is а penod from the beginning of puberty to 
maturity, Early adolescence is 10 to 13 years of age, middie 
adolescence is 14 to 16 years of age, and late adolescence 
ix 17 to 20 years of age. Specific developrmental and 
psychologic behaviors are characteristic of each phase, 
* Specific tasks of adolescence include developing ап 
identity, autonomy and independence, intimacy, comfort 
With one's own sexuality, and sense of achievement. 

* Peer values become more important to adolescents than 
‘parents’ values, and risk-taking behavior is seen as a way 
of conforming to peer groups, 

* Increased sexual activity is associated with poor school 
performance. 

* The adolescent father ia likely to face negative reactions 
trom his own family and from the pregnant girl's family. His 
future career may be threatened by early marriage or 
‘quitting school to support the pregnant girl and new child. 
Also, his relationship with his peers can be altered. 

* Accepting the new role of parenting includes accepting 
responsibilty of newborn care, developing a self-image 
that differs from that of their peers, and being excluded. 
кот desirable "fun" activities. Pregnant teens are 
prematurely forced into the adult role. 

* The newborns of adolescent parents commonly have 

major risks such as preterm birth and low birth weight. 


objectives have been added that are related specifically 
to adolescents and maternal-infant care. These include: 
* Improving the health of women, infants, and 
children by: 
* Providing genetic counseling and education 
about nutrition and weight maintenance. 
* Increasing access to preconception апа preg: 
nancy care. 
* Providing pregnancy planning and prevention 
* Increasing baby-friendly hospitals 
* Increasing to 82% of mothers who exclusive 
breastfeeding for 6 months and increasing work- 
place accommodations for breastfeeding. 
* Improving the health development and safety of ad- 
olescents by: 
* Reducing STI infections 
* Reducing delinquency, 
pregnancy 
* Using genomics to support health and early 
intervention 
= Using health information technology to improve 
communication 
А comprehensive and detailed listing of the goals 
сап be found on the Healthy People website in the On- 
line Resources at the end of the chapter. 


violence, and teen 


Factors that influence these newborn risks are low 
ociosconomic status, inadequate prenatal care, poor 
weight gain, inadequate nutrition, and smoking. 

* Many adolescents are involved in risk-taking behaviors, 
Which include taking drugs and alcohol; smoking: and. 
becoming sexually active and participating in unprotected 
ех with multiple partners. 

* Among adolescents the incidence of STIS is high, 
especially gonorrhea, chlamydia, genital herpes, genital 
warts, and HIV infection. 

* Preventing teen pregnancy and STIs may need to 
involve both theory-based education as well as behavior 
control 

* PeriuretIval bacteria can ascend Into the bladder after 
‘sexual intercourse and cause urinary tract infection, 

* Community health nurses have jong been providers of 
maternal-newbor home care, Their emphasis has been 
оп health promotion and disease prevention. The more 
recent movement is for patient-managed, high- 
technology health care in the home setting. 

* Home care services are not without risk of legal 
lability, Two types of legal liability face home care 
professionals: professional negligence and violation 
of state licensing laws. Consent forms for nursing care 
and documentation of all nursing Interventions are 
essential. 
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* Home care visits during the prenatal period can help. 
women with high-risk pregnancies monitor themselves 
at home. 

+ Home care programs for postpartum follow-up care are 
offered by hospitals, childbirth centers, public health 
agencies, private physicians, and independent. 

виз. 


entrepren 

* The variety of postpartum follow-up services includes early. 
discharge classes, hospital outpatient clinics, telephone. 
follow-up, warm lines, hotlines, home visit follow-up, and 
support groups. 

* Postpartum home visits Include assessments of the 
mother and newborn, Questions are answered, and 
teaching is reinforced. The nurse can refer the family 
to community resources as needed. 

* The most common special equipment for home health care 
о! high-risk newborns is for apnea monitoring and 
phototherapy, 

* The home health nurse is part of an interdisciplinary team 
‘and coordinates care with other health care providers, 
maintaining communication, 

* Healthy People 2020 proposes many goals related to 
‘maternal-infant care that can be achieved by nurses in 
the community and patient education, 


Resource 
(i op of i ect ton 


for the NCLEX Examination, Critical Thinking Clinical Stuations 
ad other learning acts to help you master this chapter content. 


(Byolve Go to your Evolve webelte tp / e elsevier conte 

maternity) for те folowing FREE arning resource: 

+ Animators 

* Алене Gádeines for Omen Thinking Questions 

‘© Answers and Rationales for Review Questions for the NCLEX* 
Baminaton 

* Concent Map Creator 

* Glossary we pronunciations in English and Soanish 

‘+ Patent Teaching Pans 

* Эв Performance Слой and more! 


È ein resources 

* wiwampon 

* ww asmorg 

* Ww bestoonestorever o/ Habe: tate un index ctm 


* www law corel edu/Topicstate. Emancipation him 
= ww Aeenoregnancy orresouross/Gata/ndSTBYSTOG pot 


1, Sexual identity is usually firmly established during: 
1. Early adolescence 
2 Middle adolescence 
3. Late adolescence 
4. Early adulthood 


2. Early adolescence is à period: 
1. Of rapid growth and development 
2, When development of secondary sexual characteristics 
may be completed. 
3. When problem solving is used to view consequences ot 
behavior 
4. When teens are more secure about thoir appearance. 


3. Many adolescent boys and girls become sexually active 
because of: 
1, Sexual desire 
2. A need to belong to the group 
3. A need for physical intimacy 
4. A desire to have a child 


4. A clinic nurse is providing education to a female patient, 
When instructing the patient, the nurse includes that the 
American Cancer Society recommends that regular Pap. 
smears should begin: 

1, Immediately following menarche 

2. After the first sexual experience 

3. At 16 years of аре 

4. About 3 years after sexual activity 


5, Development of which characteristicis) would be included 
in tho major tasks for the adolescent? (Select al that 


5. Career satisfaction 


6, Ай 50 states have enacted legislation that entitles 
adolescents to consent to treatment with confidentiality 
for "medically emancipated conditions," Which 
condition(s) generally would be characterized as. 
medically emancipated? (Select ай that apply.) 

1. Pregnancy 

2. Sexually transmitted infections. 
3. Substance abuse. 

4. Contraception 

5, Sexual assault 


1, A 16-year-old adolescent, whom youmet in an ambulatory 
clinic, has been menstruating regularly for approximately 
2 years. She appears anxious and tells you that she 
has not menstruated for 2 months, What questions would 
you ask to help her identity the potential problem? 


2. After discharge from the hospltal, a newborn became 
jaundiced, Bilirubin was found to be elevated, and 
fiberoptic phototherapy was prescribed with а 
BiliBlanket. Explain to the mother how the BilBlanket 
reduces the bilirubin. 


3. Review the Healthy People 2020 proposed goals. 
Select one and discuss how the nurse can help achieve 
that goal, 


1. Define key terms isted, 

2. identity factors that influence the woman's choice of 
Contraceptive method. 

з, Discuss fvo types of contraception. 

4. Explain how the male condom should be used to be most 
effective. 

5. Describe a method of contraception that reduces the risk of 
‘sexually transmitted nfections. 

4. List advantages and disadvantages ot fva types of 
contraception. 


Key Terms _ == 
assisted reproductive technology (ART) (p. 385) 
basal body temperature (BBT) (p. 373) 

Billings method (p. 373) 

calendar method (p. 374) 

cervical cap (p. 376) 
cervical mucus method (p. 373) 

chemical predictor test (р. 374) 

coitus interruptus (KO-H10s in ij Nu dds. p. 381) 
contraception (р. 372) 

diaphragm .d. ram. p. 376) 

ELLA (p. 381) 

female condom (р. 376) 

fertility (o. 383) 

infertility (р. 283) 


7. Explain male sterilization. 
8. Explain female steniization. 
9. Discuss tne role of the nurse in caring for patients with 
contraceptive or fertity problems. 
10. Describe a therapy to faciltate pregnancy. 
11. Review factors that contribute to infertility, 
12. Describe four types of treatment protocols in the, 
management of infertility 


intrauterine device (IUD) (in-trà-D-té-rn, р. 378) 

male condom (p. 375) 

mittelschmers (VIT-&-shmértz, p. 374) 

ога! contraceptives (OCs) (p. 378) 

Plan B (p. 380) 

spermicides (SPÉR-má-stiz. p. 374) 

spinnbarkeit (SPİN-bär-kt. p. 373) 

sterilization f/ f, Z-), p. 381) 

symptothermal method (simp-to-THÉR«mál, p. 374) 

therapeutic insemination (thér-8-PU:tk y. cam . 
p. 386) 

tubal ligation (TU-bàl П-бА-влл, p. 382) 

vasectomy (và-SÉK-16-m&, p. 382) 


FAMILY PLANNING: 22 
Family planning involves personal, social, economic, 
religious, and cultural decisions about planning a 
pregnancy. For many, it will mean seeking ways to pre- 
vent or postpone pregnancy. For others, it will mean 
secking infertility treatment or assisted reproductive 
technology. Today, couples choosing contraception 
must be informed about the prevention of unintended 
pregnancy and protection against sexually transmitted 
infections (STIs). This chapter discusses methods to 
Prevent pregnancy and ways to achieve pregnancy. 


REVERSIBLE CONTRACEPTION 


Two goals of Healthy People 2020 are to reduce the per- 
centage of unintended pregnancy to less than 30% and 
reduce contraceptive failures to less than 7% (US. 
Department of Health and Human Services, 2010). 
То aid in achieving these goals, the nurse can guide 
couples to select reliable methods of birth control 
and educate them about proper use of methods, 
back-up techniques, and emergency contraception 
available. The main objective for couples using contra- 
ception is to prevent unintended pregnancy. Some 


contraceptive methods also reduce the risk of STIs. 
Decisions about contraception should be made volun- 
tarily, with full knowledge of advantages and 
disadvantages, effectiveness, side effects, contraindica- 
tions, and long-term effects for each technique. Many 
personal, cultural, religious, and cost factors influence 
the contraceptive choice. In addition, different methods 
of contraception may be appropriate at different times 
according to the couple's changing needs (Figure 19-1), 
The nurse should document the contraception infor- 
mation discussed with the patient and partner, includ- 
ing the benefits, risks, alternatives, questions asked 
and answered, and discussion concerning the tech- 
niques required to safely and appropriately use the 
various products (Box 19-1). 
Selecting which contraceptive method to use is а 
highly personal decision. Factors to consider include: 
* Cost in using the method (insurance coverage) 
Effectiveness of method in preventing pregnancy 
Availability of method. 
Partner's support and willingness to cooperate 
Safety of the method 
Protection against STIs 
* Convenience 
* Desirability or personal preference 
* Personal motivation and compliance 
* Religious and moral factors 
* Medical problems such as blood clotting 
disorders or cancer 


NATURAL METHODS 

Abstinence 

Abstinence has become associated with saying "no," 
but it can be viewed from another perspective. Absti- 
лепсе can include saying “yes” to other satisfying sex- 
ual activities. Touching and communication are forms 
of affection. Holding hands, kissing, massage, and 
activities such as dancing or going to movies all fit 
along the sexual continuum, 


FIGURE 19-1 Some common reversible contranegtives: солот: 
faciam. crai conracegtives. and parenteral contracentin, 
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Abstinence acts as a contraceptive by eliminating 
the possibility of sperm entering the woman's vagina. 
It is completely effective in preventing pregnancy and 
is a means to avoid STIs. This method has been inte- 
grated into many human immunodeficiency virus 
(HIV) prevention educational programs. Abstinence 
is receiving more emphasis in some educational 
programs for teenagers; however, whether more 
adolescents are using it is debatable (see Chapter 18). 

The rhythm method of contraception (abstinence 
during the woman's fertile period) requires under- 
standing of the menstrual cycle and fertility awareness. 


Fertility Awareness 
Fertility awareness is the understanding that a woman 
is fertile at ovulation, which occurs approximately 
14 days before the next menstrual period. This method 
is not effective for women who have irregular men- 
strual cycles, Time of ovulation can be confirmed by 
assessing: 

* Basal body temperature (ВВТ): The woman takes 
her temperature with a special thermometer 
every morning before getting out of bed, The 
ВВТ will increase very slightly at ovulation and 
remain increased until menstruation or preg- 
nancy occurs, Many factors, such as use of a 
heated waterbed, use of alcohol, fatigue, and in- 
fection, affect the BBT and may cause inaccurate 
interpretation of the reading. 

* Cervical mucus method (also known as the Billings. 
method or ovulation method): After ovulation, 
the cervical mucus becomes thick and sticky and 
can be stretched between the fingers (a sign known 
as splinbarkelt) which is essential for sperm motil- 
ity (Figure 19-2), After ovulation, the mucus is 
cloudy and forms à mucous plug that obstructs 
sperm flow. If the vaginal mucus is mixed with 
semen or contraceptive foams ог an infection ispre- 
sent, the result may be inaccurate (Torske, 2010), 


* Abstinence is the single mos! effective means of 
preventing pregnancy, 

* Compliance in taking a Haly pil is sesenta for ae 
oral birth control. 

Teenagers are less likely to be compan. 

* Using мю тийлод st once (e.g, dlaphragm with а. 
‘spermicidal barrier or а condom with spermicidal hem 


dramatically lowers the risk of accidental pregnancy. 
provided they ara used consistently, 

* Condoms can help protect against infections (e.g. 
sexualy transmitted infections), 

* Oral contraceptives (OCs) may ease menstrual 
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FIGURE 19-2 Splanbarkeit. Cervical mucus change undar the 
өсө of estrogen and progesteronia during the menstrual cycle Tha 
чексем асату d cervical mucus а greet at the Tena с! слот 


Some women may feel uncomfortable touching 
their genitalia and mucous discharge. 

. method: This method combines 
the BBT with the cervical mucus stretching test 
and also self-recognition of physical or psycho- 
logical symptoms of ovulation, which can include 
‘ittelschmore (abdominal pain at ovulation) and 
pelvic fullness and tenderness 

* Chemical predictor tast A test kit that can be 
purchased over the counter has a chemically trea- 
ted strip that will turn a specific color when it 
comes in contact with fluid that contains high 
luteal hormone levels, (There is a surge of luteal 
hormone 12 to 24 hours before ovulation.) Some 
test kits are available that are based on presence 
of estrogen and luteinizing hormone in the urine. 

+ Rhythm method, also known as the calendar 
method: This method is based on a calendar 
documentation of the woman's menstrual cycles 


and calculation of her fertile period. Intercourse is 
then avoided during the fertile period. The calen- 
dar method is based on the assumption that ovu- 
lation occurs approximately 14 days before the 
onset of the next menstrual period and the knowl: 
‘edge that the sperm is viable for 48 to 120 hours 
(5 days) and the ovum is viable for 24 hours, 
The calendar method is not а very reliable birth 
control technique because it requires cooperation 
and compliance by both partners in keeping 
records of the menstrual cycle and abstaining 
when appropriate and also understanding of 
various factors that may affect ovulation, 


MECHANICAL BARRIER METHODS 

Barrier methods are chemicals or devices that provide a 
barrieror block that prevents eher the transport of sperm 
to the cervix or the implantation of the fertilized ovum. 
Spermicidas (agents that kill sperm) should be deeply 
inserted into the vagina 1 hour before coitus. Spermi- 
cides are rarely effective when used alone and should 
be used witha барга or condom. Chemical barriers 
that contain nonoxynol-9 have been shown to protect 
against Neisseria gonorrhoeae, chlamydial infection, and 
HIV, but frequent use can cause genital lesions and actu- 
ally increase the risk for HIV infection (Hatcher, Trussell, 
& Nelson, 2008). Barrier methods include the male and 
female condom, diaphragm, intrauterine device, and 
cervical сар. 


Vaginal Spermicides 
Vaginal spermicides immobilize and destroy sperm 
and neutralize vaginal secretions. Many products 
contain nonoxynol-9, which is the active agent that de- 
stroys sperm, However, viruses and some other path- 
‘ogens are less susceptible to spermicidal destruction. 
For this reason, spermicides cannot be relied an to рго- 
vide complete protection from STIs. Spermicides are 
available as creams, foam, jellies, film, and supposito- 
ries that are inserted into the vagina 1 hour before 
intercourse. Correct placement of the spermicide and 
correct timing of insertion are important for contracep- 
tive success, The spermicide applicator should be used 
with the foam gels and cream to reach the cervix. 
Suppositories need time (30 minutes) for dispersion. 
Spermicidal products become activated rapidly when 
exposed to body warmth in the vagina; therefore, 
they are short-acting and become inactive an hour after 
insertion. Also important to remember is that an appli- 
cation of the spermicide provides protection for one sex- 
ual intercourse ejaculation only. Typical failure rate of 
vaginal spermicides is approximately 6%. Some women 
who use spermicides develop a reaction to nonoxynol-9 
and develop vaginal lesions, which can increase the 
risk for some STIs. Insertion may be messy, and the 
may leak out of the vagina after inter- 
course. Spermicides are relatively low cost and are safe. 
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Male Condom from entering the vagina. This method has an additional 
The maie condom, flexible sheath worn over the penis, advantage of reducing the spread of STIs. Condoms are 
is an inexpensive, accessible, and effective means of тай, lightweight, and disposable; have almost no side 
contraception when used properly and consistently effects; and require no medical examination. However, 
(Skill 19-1), Condoms cover the penis and preventsperm еу may reduce the spontaneity of the sexual act. 


How to Use a Male Condom Effecti 


fC Ole 6D 


PURPOSE 
6. Do not use petroleum jelly, grease, ог ой as 
n lubricants because they can cause the condom to 
Steps burst Instead, use a watersouble lubricant suchas 
: А K-Y Jelly. 
Ee ds an Pete Nen ^ 7, HOLD on to the condom at the base of the penis to 
Vendu deity eene prevent spillage as you withdraw from the vagina, 


3. Apply the condom before you have any contact with 
the woman's vagina, because there are sperm in the 
secretions before you ejaculate, 
4. Squeeze the air from the tip when placing the 
condom over the end of your penis, Leave a half 
inch of space at the ip to allow sperm to collect and 
to prevent breakage. 
e Remove the condom carefully to be sure tat na 
semen spills From it. 
D Риз ве condom i uh rk borie a 
5. Hold the tip while you unroll the condom aver the 
erect penis. 


EE ve erate MEE Mes n a Y vh proe uae ara ean cata E ER o eat y рола utr ami wth re crm P 
телам & Nelson. 2008. Tha вистава с! condoms з rg отат оу Ver coe anc coremtart um. 
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Four basic features that differ among condoms are 
material, shape, lubricants, and spermicides. Most 
condoms are made of latex rubber and can cause aller- 
gic reactions. The functional difference in condom 
shape is the presence or absence of the sperm reservoir 
tip. Some condoms are rippled or have roughened sur- 
faces to increase vaginal stimulation. A wet jelly or dry 
powder lubricates some condoms. Prolonged storage 
in hot humid climates or contact with vaginal antifun- 
gal creams, suntan ОЙ, or oil-based lubricants, such as 
petroleum jelly, will cause latex to break down, and the 
condom may be ine 

Condoms made of polyurethane are thinner and 
stronger than those made from latex, provide less con- 
stricting fil, are more resistant to deterioration, and 
тау enhance sensitivity, Unlike latex, condoms made 
of polyurethane are compatible with oil-based lubri- 
cants. Acceptance has been increasing because they 
afford protection against many STis, Natural skin con- 
doms (made from lamb’ intestines) also may be used 
by men who are allergic to latex; however, they donot 
provide protection from S ls 


Female Condom 

‘The female condom (or vaginal pouch) is a thick, lubri- 
cated, polyurethane sheath, 7 inches long, with a flex- 
ible ring at each end. The inner ring, at the closed end 
of the condom, serves as the means of insertion and 
covers the cervix like а diaphragm. The second ring 
of the device remains outside, thus covering part of 
the perineum and protecting the labia during inter- 
course (Figure 19-3). It may be inserted up to 8 hours 
before intercourse, It is approved for over-the-counter 
purchase and is intended for one-time use. 1t should 
not be used with a male condom, It is stronger than la- 
tex, is less likely to tear, and offers protection against 
various pathogens. The typical lallure rate is 21% in 


the first year. The woman should wash her hands with 
soap and water before inserting the condom. 


Diaphragm 

The diaphragm is a latex or rubber dome-shaped cup 
surrounded by a spring or coil that fits snugly over 
the corvix. icida! cream or gel is placed into the 
dome and around the rim: it is then inserted over the 
cervix by hand or with a plastic introducer (Skill 19-2). 
The diaphragm prevents passage of sperm into the 
cervix. The woman must be fitted with а diaphragm 
by a health care provider, at which time she is given 
instructions in its use, It should be rechecked for correct. 
size after each term birth and if a woman gains or loses 
4.5 kg (10 Ibs) or more. Except for an allergic response to 
the diaphragm or spermicide, there are no known side 
effects from a well-ftted device. 

Ifa woman is uncomfortable manipulating her gen- 
italia to insert the diaphragm, check for its placement, 
and remove it, then this method may be an unsatisfac- 
tory choice. In addition, if the woman has a history of 
toxic shock syndrome (TSS) (see Chapter 20) or a his- 
tory of frequent urinary tract infections, she should 
mol use the diaphragm or other barrier methods. 
А diaphragm can put pressure on the urethra, which 
tertere with complete emptying, of the bladder. 
Leaving the diaphragm in place for prolonged periods 
can increase the risk for TSS. For this reason, it should. 
not be used during the menstrual period. 


Danger Signs of Toxic Shock Syndrome 
juoden gh lever 38 9* C (102° F) 

* Sunbum-ike rash with peeling 

* Aching muscis and jonts 

* Dazness. fatness, weakness 

* Hypolonaion. 

* Sins of shock 


The diaphragm holds the spermicide in place 
against the cervix for the 6 hours it takes to destroy. 
the sperm. The diaphragm сап be inserted up to 
4 hours before intercourse, but spermicide must be 
inserted into the vagina each time intercourse is re- 
peated, The diaphragm should not be left in place 
for more than 24 hours. The typical failure rate with 
using a diaphragm alone is 6% (Hacker, Gambone, 
& Hobel, 2009). The diaphragm cannot be relied on 
to protect against STIs. 


Cervical Cap 

‘The cervical cap is a cup-shaped device that is similar 
to the diaphragm but smaller. The flexible latex or rub- 
ber cup fits over the cervix and remains in place by suc- 
tion, Cervical cap sizes are limited; therefore, it is not 
possible to fit all women properly, 


а Diaphragm Effe 


€ iz 5 


Skill 19-2 
CC 


PURPOSE 
To learn to use a diaphragm for contraception. 


Steps 

1. A diaphragm can be inserted up to 4 hours before 
intercourse. Skill of insertion and removal 
increases with practice. 

2. Perform hand hygiene. 

3. Apply spermicidal cream or gel inside at center 
and around the rim of the diaphragm. Th 
insertion and offers а more complete seal. 


How to Use 


9. 


10. 


4. Hold diaphragm between your thumb and fingers 
and compress diaphragm. Use fingers of other 
hand to spread the labia (lips of vagina), 


n. 

5, Insert diaphragm into vagina with spermicide 
toward the cervix. Squatting or placing one foot on 
a chair makes insertion (and removal) easier. 

6. Insert diaphragm into vagina, Direct it inward and 
downward behind and below the cervix. 

7. Tuck the front of the rim of diaphragm behind the 
pubic bone. 


12. 
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Feel your cervix through the center of the 
diaphragm. 


Leave diaphragm in place at least 6 hours after 
intercourse. 

To remove diaphragm, assume squatting position 
and bear down. Hook a finger over the top rim to 
break suction and pull diaphragm down and out, 


Wash diaphragm with mild soap and dry well 
after each use and store according to 
manufacturer's recommendations. (Scented talc or 
baby powder can weaken the rubber and therefore 
should not be applied to the diaphragm.) 

Inspect the diaphragm occasionally for small holes 
by holding it up to light. If a light is seen, the 
diaphragm must be replaced. 


[d UNIT vc Other Reproductive Issues: 


The cervical cap fitting should be checked yearly, 
after childbirth, and alter vaginal or uterine surgery. 
The insertion and instructions for use and removal of 
the cap are similar to those for the diaphragm. The cer- 
vical cap can remain in place for 24 to 48 hours. 
Some women who have had abnormal Papanico- 
Jaou (Pap) test results, cannot be fitted properly with 
the cap sizes, havea history of TSS, have vaginal or cer- 
vical infections, ar find it difficult to insert or remove 
the device are not candidates for using the cervical cap, 


Intrauterine Device 

An intrauterine device (IUD) is a small, T-shaped, flexi- 
ble device inserted by a health care provider into the 
uterine cavity through the cervix to provide continu- 
‘ous pregnancy prevention (Figure 19-4), More popular 
than the traditional copper IUD (ParaGard), a smaller 
progestin-only IUD is also available for long-term 
contraception. 

‘Mirena, a levonorgestrel-releasing intrauterine system, 
(LNC-IUS), is an effective IUD that is inserted during an 
office visit by a health care provider, Itis a T-shaped IUD 
that releases its hormone for 5 years; it is effective in 
controlling abnormal uterine bleeding and can cause 
amenorrhea, This IUD is most often prescribed for 
women who have had at least one term pregnancy. 

IUDs are not recommended for women who have 
multiple sexual partners and are at risk for STIs 
because they provide no protection against STIs. 
Contraindications for IUDs are listed in Вох 19-2, 

Teaching the woman about an IUD is important, 
After insertion, the woman is instructed to check 
for the presence of strings. If she cannot feel the 
strings (tail), she should notify her health care 
provider. 


HORMONAL CONTRACEPTIVES. 

Oral Contraceptives 

Oral contraceptives (OCs) (birth control pills) are the 
most popular hormonal contraception. OCs prevent 
pregnancy by suppressing ovulation through the 


FIGURE 19-4 intrsutarive cvs (UD) тае Ine Uteris Cavity, 


combined actions of synthetic estrogen and proges- 
tin. In addition, the hormones thicken the cervical 
mucus and alter the decidua of the Uterus to prevent 
implantation, If taken as directed, OCs have an 
effectiveness rale of 99% (Oats & Abraham, 2010), 
For women who cannot take estrogen, a minipill is 
available that contains progestin only. This pill 
thickens the cervical mucus and alters the decidua 
of the uterus to prevent implantation, but it is less 
effective in suppressing ovulation, Newer combina- 
tion OCs contain second-generation progestins, such 
as desogestrel and drospirenone, which do not 
reduce high-density lipoprotein (HDL) blood levels, 
but they do reduce dysmenorrhea and excessive 
blood loss. Low-dose combination OCs do not 
increase the risk of myocardial infarction, and some 
may improve acne as а side effect (Oats & Abraham, 
2010), 

Although highly effective, OCs may produce 
side effects ranging from nausea and breakthrough 
bleeding to thrombus formation, Side effects 
may be either estrogen or progestin related. At least 
three regular ovulatory cycles should be evidenced 
before adolescents initiate OC use. After а term 
delivery, OCs can be started approximately 3 weeks 
postpartum to decrease thramboembolic risk. Com- 
bination OCs reduce the volume of breast milk and 
should not be started before lactation is well 
established 

The World Health Organization (WHO), in con- 
sultation with international clinicians, has devel- 
oped comprehensive guidelines for the safe use of 
OCs and listed more than 120 chronic diseases that 
pose a health risk for OC use (see Online Resources). 
Some contraindications for taking OCs are listed 
in Box 19-3, Combination OCs result in lighter men- 
strual flow and decreased cramping (decreased 
dysmenorrhea). 

Women who choose OCs as their method of birth 
control should be fully advised of the risks and 
benefits. OCs also have some noncontraceptive bene- 
fits, listed in Box 19-4. It is important to advise the 
woman to notify the health care provider if certain 
warning signs appear. 


* Vory effective I taken comecthy 

* Benef! (o regular menstrua cycle: reduces cramping, 
menstrual blood leas, and associated anemia: 

* боов not affect tertiity (З months average for becoming 
pregnant after cessation) 

* Fewer side effects with low estrogen content 

* May reduce nisk of ovarian and endometrial cancer by аз 
much as 50% 

* Decreased risk for: 


* No protection against sexually transmitted Infections 
(Єт) 

* Can affect carbohydrate metabolism and insulin levels 

* Worsens conditions affected by fud retention, such as 
migraine. asthma, epilepsy, and kidney or heart chsoase 


* Scant or missed periods 
* Stroke (especially in smokers and woman older than 35 
years) 
* Nausea 
* Headaches 
* May be contraindicated in women with specific chronic. 


Inessos 
Decreased effectiveness vath some medications such a8 


antibiotics. 
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Waring Signs During Oral Contraceptive Use — — 8 588 
When taking oral contraceptives (OCs), women should notify 
the health care provider i they: 
* Develop а treast lump. 
* Become depressed. 
* Become jaundiced 
* Have abdominal pain 
lave severe leg pain (calf or thigh) 
Have severo headaches or dizziness 
Have weakness or numbness 
* Have vision loss or blurred vision 
* Have speech problems 
* Have chest pain, cough, or shortness of breath 


Teaching the proper use of OCs ean increase their 
effectiveness. The combination OCs are purchased in 
packets of 21 or 28 tablets. With a packet of 28 tablets, 7 
tablets are made of a noncontraceptive substance (e.g 
sugar pills), and women take a pill every day. With the 
21-day packet, the woman takes one pill every day for 
3 weeks, then stops for a week, during which time men- 
ses (usually light bleeding) occurs. lt is important to take 
the pill at the same time each day to keep the blood hor- 
mone levels stable. Experts in reproductive health now 
recommend that healthy, nonsmoking women older 
than 40 years with no cardiovascular problems continue 
to take OCs until menopause, 

Some pill packs, such as Loestrin 24 FE and Yaz, use 
24 hormone pills and 4 inert (hormone-íree) pills only, 
Mircette pill packs follow the traditional 21 estrogen- 
progestin tablets with 5 tablets of low-dose estrogen 
and two inert pills only, A shorter time without hor- 
mones decreases the chance of ovulation and preg- 
nancy. A contraceptive is also available that provides 
а menstrual period just once a year. 

Missed doses require appropriate responses, OCs 
may interact with other medications; therefore, the 
woman should consult her health care provider abou! 
prescribed drugs (c.g. antibiotics, rifampin, and gris 
'eofulvin) that may decrease the effectiveness of OC: 
(Hacker, Gambone, & Hobel, 2009). 


‘What to Do When Oral Contraceptive Pills Are Missed — 

* Oral contraceptive pils should be taken at the same ur 
every day for the prescribed time. 

+ it ona рй is missed, take ia soon as you remember f 

* If you miss two or more pilis n succession in the first 2 wedi 
of Ihe cycle. take two piis for the next 2 days and use 
backup method с! contraception until the end of the сусу 

* Ifyou ale using a 28-day pack and you miss any of the 7-4 
"blank plis without hormones, throw out the pils you miss 
and keep taking one pila day unti the pack is empty. You 
not need a backup method in this situation, 

* ree pills аге missed, throw away the pack. Start a n 
Back of pills on the first дау of menstrual Row, 
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Research has shown that there are no specific health 
benefits to monthly menstruation. An extended- 
therapy OC (e.g, Seasonale) has been approved by 
the US. Food and Drug Administration (FDA). The 
contraceptive contains levonorgestrel and ethinyl 
estradiol and is taken daily for 84 days, followed by 
1 week of placebo to allow menstruation to occur. This 
pattern reduces menstruation to four times per year, 

In May 2007, the FDA approved а contraceptive 
called Lybrel (a name meant to invoke thoughts of 
liberty), which is designed to suppress monthly 
bleeding indefinitely. Lybrel contains 90 mg of levo- 
norgestrel and 20 mg ethenyl estradiol and is taken 
continuously 365 days a year. Wyeth Laboratories 
markets the pill in the United States. 

Follow-up care is important for a woman taking 
OCs. She should have a yearly pelvic examination, 
Pap smear, breast examination, and blood pressure 
measurement. 


Hormonal Skin Patch 

The hormonal contraceptive transdermal patch, Ortho 
Evra, contains norelgestromin (NGMN) and ethinyl 
estradiol. The patch is applied to the dry skin of the 
buttock, abdomen, upper arm. or torso. (It should 
not be applied to the breast or waist area, where it is 
subject to friction from clothing or accessories.) The 
first patch is applied the first day of the menstrual 
period. The patch is worn 1 week, then replaced on a 
different part of the body, A new patch is applied on 
the same day each week for 3 weeks; the patch ls not 
applied during the fourth week, and menstruation 
occurs. 

The advantages of the skin patch include maintain- 
ing a consistent level of hormones in the blood, avoid- 
ing liver metabolism of the drug (because the drug is 
not absorbed by the gastrointestinal tract), and avoid- 
ing the risk of forgetting to take a daily pill, The patch 
should not be placed on a skin rash oF lesion, Women 
who weigh more than 90 kg (198 Ibs) may require 
special counseling because the у protection 
may not be reliable, If thè patch loosens and cannot 
be reapplied with brief pressure, that patch should 
be discarded and а new one applied, Occluding the 
top of the patch by taping it to the skin can adversely 
alter its effectiveness. Baby ой or a cotton ball can be 
used to clean away minor stains that may occur around 
the patch, If a skin patch remains off for more than 
24 hours during the 3 weeks it should be in place, a 
mew patch should be applied on a new cycle schedule 
and backup contraception used for at least 1 week. 

The patch was recently removed from the US. 
market because of some tisk of higher than expected 
exposure levels to the hormone. It was returned to 
the market with new FDA approval and a warning that 
absorption of high levels of hormones increases risk of 
complications, Studies are continuing: 


Vaginal Ring 

The NuvaRing (etonogestrel and ethinyl estradiol ring) 
is a flexible silicone ring that is inserted into the vagina 
for 3 weeks and removed for 1 week to allow for mene 
struation to occur. Steady levels of the low-dose hor- 
mone are achieved, with leukorrhes (increased white 
vaginal discharge) and vaginal infections being the 
most common side effects. Other side effects аге simi- 
lar to those of OCs, with fewer gastrointestinal and 
liver problems because it does not pass through the 
gastrointestinal tract. Fertility returns rapidly after 
the ring is discontinued. 


Implantable Contraceptives 

Implanon, a single silicone rod implant that uses 
trel, [s inserted subdermally and provides 

contraception for up to 3 years. This rod has recently 

been approved in the United States by the FDA. The 

rod can be removed in the outpatient clinic under local 

anesthesia, 


Injectable Contraceptives 
Depo-medroxyprogesterone acetate (DMPA) suspen- 
sion (Depo-Provera), a long-acting, injectable proges- 
tin, has been approved for contraceptive use in the 
United States, It alters the cervical mucus so that it 
becomes hostile to sperm, which impairs ovulation 
and implantation. A single injection is given every 
3 months, It can be used in women with sickle cell dis- 
vase and those taking anticonvulsants or rifampin. 
А pregnancy test is performed before the first injection, 
Side effects are similar to those of subcutaneous 
implants: menstrual spotting, headache, and weight 
gain, Women should be advised to take additional 
calcium and to exercise to minimize the risk of osteo- 
porosis, Research shows that teens in the active phase 
of bone development who use DMPA recover Боле 
density after stopping the drug, so being a teenager 
is not a contraindication for use, but the use in teen- 
agers for longer than a 2-year period is not recom- 
mended, The injection site should not be massaged 
to avoid altering absorption rate, Contraceptive effects. 
may last up to 1 year alter injection. Postpartum 
women who are breastfeeding should start treatment 
at 6 weeks after lactation is firmly established. If the 
woman is not breast she may start treatment 
at 5 days’ postpartum with progestin only contrácep- 
tives (ACOG, 2007). 


EMERGENCY CONTRACEPTION 
There are three types of emergency oral contraception 
regimes available in the United States (АСОС, 2010): 
1. A combined estrogen / progesitn pill that requires. 
two doses 12 hours apart take. up to 72 hours 
after unprotected sexual intercourse. 
1. A progestin-only pill or a generic form, "Next 
Choice," which is the most popular "Plan В" 


1 pill/1 step regimen taken up to 72 hours after 
unprotected sexual intercourse (approved by 
the FDA ín 2009). 

з. Antiprogestin pill known as “ELLA,” which 
contains mifepristone or ullpristal acetate that 
сап be taken up to 5 days after unprotected sex- 
ual intercourse (approved by the FDA in 2010). 

у contraceptives are thought to work by 
delaying ovulation or impairing ovulation or the luteal 
junction that supports fertilization and therefore will 
not be effective after fertilization and implantation 
has occurred. 

The side effects of high-dose estrogens include 
nausea, vomiting, breast tenderness, and menstrual 
irregularities, An antiemetic is often recommended 
When these products are used. 

Emergency contraception is available over the coun- 
ter in most states to women over 17 years of age. Each 
state has “hotlines” on the Intemet, most supported by 
Planned Parenthood for advice and education, or the 
woman may call 1-888-665-2528 for information, The 
insertion of a copper IUD within 5 days of unprotected 
midcycle coitus also may be an effective emergency 
contraceptive for the woman who desires long-term 
contraception, 


ADVERSE EFFECTS OF ORAL CONTRACEPTIVES 


Oral contraceptives may interact with other medica- 
tions such as fluoroquinolones, anticonvulsants, asth- 
matic drugs, tricyclic antidepressants, and some 
CAM therapies. The physician should be consulted 
whenever medications are prescribed and an accurate 
history provided. Oral contraceptives may decrease 
milk production and should not be taken before lacta- 
tion is established at 6 weeks’ postpartum. Adverse 
responses should be reported and the woman coun- 
seled to use the acronym ACHES to be alert to adverse 
effects. Mood changes, depression, or jaundice should 
also be reported, 


ACHES 
Symptoms to report when taking OCs: 
Abdominal pain 
Chest discolor 
Headaches 
Eye problems 
Severe leg cremos 


ONGOING RESEARCH 

Research is ongoing concerning the use of chemical 
means of contraception (inserting a chemical into the 
fallopian tubes) and the development of contraceptive 
vaccines, Other methods of contraception are under 
investigation in the United States and other countries. 
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Information conceming postcoilal contraception can 
be obtained from the Office of Population Research. 


LEAST EFFECTIVE METHODS OF CONTRACEPTION 
COITUS INTERRUPTUS (WITHDRAWAL) 

Goltus interruptus prevents pregnancy when the man 
withdraws his penis from the woman’s vagina before 
he ejaculates. This action prevents sperm from being 
deposited in the vaginal orifice However, it requires 
control by the man and may be unsatisfying for both 
partners. In addition, he may misjudge the timing 
and withdraw too late because the fluid that escapes 
from the penis before ejaculation contains sperm. It 
also is possible for sperm to be deposited on the skin 
near the vulva and still enter the vagina, possibly 
resulting in pregnancy. Coitus interruptus is not a 
reliable method of birth control, 


POSTCOITAL DOUCHE 

‘The postcoital douche is a very unreliable method of 
contraception. Because sperm are known to appear 
їп the cervical mucus within a few seconds after 
ejaculation, they can reach the fallopian tube within 
a short time. Once the sperm reaches the fallopian tube, 
pregnancy can result, and douching will not prevent it 


Lactation (breastfeeding) should not be recommended 
as а reliable form of contraception. Breastfeeding 
inhibits ovulation because prolactin alters ovarian 
response to hormones and the return of menses. The 
frequency (at least 10 to 12 times per day), intensity, 
and duration of breastfeeding may maintain the status 
for 4 to 6 months, and then prolactin decreases and 
ovulation retums. The woman should be cautioned 
that pregnancy can occur before menstruation returns 
Some types of OCs have no known adverse effect 
оп the milk or the newborn once lactation has been 
established, 


PERMANENT CONTRACEPTION 

LEGAL ASPECTS 

Surgical sterilization is used to permanently prevent 
any future pregnancy, Male and female sterilization 
procedures are relatively simple to perform. Informed 
consent is required by law before any voluntary рег- 
manent sterilization is performed. A partner's consent 
may not be required by law, but the patient is advised 
to discuss the plan with his or her partner. Both the 
man and woman should be counseled, and the 
decision for sterilization must be made after а thor- 
ough discussion of the risks, benefits, and alternatives. 
In addition, the couple should be informed that there is 
то absolute guarantee that the procedure will prevent. 
pregnancy; however, the failure rate is very low. 


P= J UNIT e ‘Other Reproductive issues 


‘The informed consent form must be signed before 
any medication is administered before surgery. in- 
formed consent should be in the patient's native lan- 
‘guage and at a reading level he or she can understand: 
It should include risks, benefits, altematives, and a 
statement that the procedure is permanent and may be 
irreversible. Some states require a 30-day waiting period 
between signing consent and the surgery. Sterilization 
‘of minors or mentally incompetent women requires a 
court-appointed team of professionals for consent. 


MALE STERILIZATION 

Male sterilization, vasectomy, is achieved by an ine 
office “по scalpel” technique or an outpatient minor 
surgical procedure (Dassow & Bennett, 2006), A 3-cm 
incision is made over the vas deferens on each side 
of the scrotum, usually with the patient under local 
anesthesia (Figure 19-3). The vas deferens, which carry 
sperm to the ejaculatory ducts, are isolated, severed, 
and occluded. The man is advised to apply ice to 
reduce pain and swelling and to use a serotal support 
for approximately a week. Не must be informed that it 
takes approximately 6 weeks and up to 36 ejaculations 
to clear the remaining sperm from the vas deferens, 
The couple is advised to use another method of contra- 
ception for that time, The man is asked to bring semen 
samples to assess sperm count, Side effects of a vasec- 
tomy are immediate discomfort and a potential hema- 
toma, Vasectomies can be reversed with the use of 
microsurgery, and fertility can be restored in 30% to 
60% of the men, but declines over time (Hatcher, 
Trussell, & Nelson, 2008), Vasectomy has no effect 
оп sexual performance 


FEMALE STERILIZATION 
One type of female sterilization, tubal ligation, is 
relatively simple and very effective, A variety of ap- 
proaches to this type of procedure is available. The 
surgery can be performed on an outpatient or inpatient 


basis with local or regional anesthesia, and in the post- 
partum ог an interval period. Proper counseling and 
informed consent are mandatory before the voluntary 
procedure. The woman must fully understand that 
tubal sterilization is considered permanent, Steriliza- 
tion reversals can be attempted, but the success 
depends on the type of procedure performed. 

А minilaparolomy uses suprapubic or subumbilical 
incision. The tubes are isolated and then may be 
crushed, ligated, or electrocoagulated. The tubes may 
be banded (rings) or plugged (Figure 19-6). For revers- 
ibility, microsurgical techniques are used; the greater 
the amount of tubal destruction, the less opportunity 
for successful reversal, The transcervical occlusion pro- 
cedure introduces fibrosing elements into the fallopian 
tubes hysteroscopically (Hacker, Gambone, & Hobel, 
2009). An Essure coil promotes tissue growth in each 
fallopian tube, leading to complete occlusion within 3 
months after insertion (Simon, 2006). It is the first non- 
surgical (no incision) permanent sterilization available 
to women; itis sale for use with. resonance im- 
aging (MRI) and is not detectable by security gate metal 
detectors (Simon, 2006), 

Complications of female sterilization include coagu- 
lation burns on the intestines, infection, hemorrhage, 
and adverse anesthesia effects, Tubal ligation does 
not protect against STIs and does not affect menstrua- 
Чоп ог sexual performance, 


NURSING RESPONSIBILITIES 

The nursing responsibilities and interventions in per- 
manent reproductive sterilization involve listening to 
the patient's concerns; verifying information cancern- 
ing benefits, risks, and alternatives; and providing 
emotional support. Referral to community resources, 
social service agencies, and зо forth shouild be done 
ав indicated, The nurse should discuss preoperative 
preparation, postoperative home care, and signs and 
symptoms that require return to the health care 


LATERAL VIEW 
FIGURE 18-5 Vasectomy. Tha sperm duct is cut and te 


FIGURE 19-6 Tubal ligation. Te tocca tubes are eut end tea. 


The nurse посі Gocument that the folowing occured: 

* Patient gave intormed consent, which incivded benefits, 
faks, and sltematives to parmanent stertization, 

* Discussion was in Ihe patient's native language. 

$ Patient is older than 21 years. 


* Mandatory waiting period was discussed. Some statas 
тау require up to 30 days after consent bofore the 
procedure can be performed. 

* Preoperative and postoperative sell-care was sc. 

* Witten material was given to the couple 

* Follow-up appointment was scheduled, 


provider. The patient should be informed that sterili 
zation does not offer STI protection. Sterilization also 
does not affect sexual functioning. Detailed documen- 
tation concerning patient teaching and preparation is 
essential (Box 19-5). 


DEFINITIONS OF FERTILITY AND INFERTILITY 


Fertility is defined as the capacity to conceive or repro- 
duce. The definition of intertilly has changed with 
changing lifestyles, In 2008, the Practice Committee 
of the American Society of Reproductive Medicine 
(ASRM) defined infertility ав а failure to achieve a suc- 
cessful pregnancy after 12 manths or more of unpro- 
fected sexual intercourse Earlier evaluation and 
treatment may be justified, based upon medical history 
or physical findings and is warranted after a f. month 
period for women over age 35 (ASRM. 2008), The term 
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sulfertility is used when both partners have a fact 
present that reduces fertility. The term sterility refe 
to a partner who has an irreversible factor that pr 
Such as a hysterectomy. Different typ 
of infertility problems encountered in the infertili 
clinic are as follows: 

+ Primary infertility: The couple is unable to co 
ceive al а! after at least 1 year of unprotected se 
ual intercourse, 

* Secondary infertility: After one successful pre, 
nancy, the couple is unable to conceive a secor 
fime. 

* Unsuccessful pregnancies: Couples conceive bı 
repeatedly lose the fetus before it is viable. 

* Single infertility: A single woman desires pre 
nancy without a male partner (e.g, same-sex ma 
riages, unattached woman, or sudden widowhooc 

Each of these women can receive help from an infe 

tility clinic: however, their needs differ and the nur 
must be sensitive and supportive (Box 19-6). 11 
woman seeking fertility services may have occlusie 
of the fallopian tubes or removal of the fallopian tub 
In the past, she would have been declared sterile an 
advised to adjust to a childless marriage. Today, wi 
advanced reproductive technologies available, havir 
a baby for some of these women becomes а possibilit 
Some couples, after extensive counseling and educ 
tion in a fertility clinic, may decide not to have chi 
dren, and their decision should be supported. On 
some health care plans cover fertility services. 


CULTURAL AND RELIGIOUS CONSIDERATIONS 


їп many cultures, fertility (or the lack thereof) is co: 
sidered strictly а female problem. It may be close 
linked to the woman's social status, The stigma of i 
fertility can lend to divorce and rejection from fami 
and society. Choosing treatment for infertility m. 
узо against the couple's cultural norms, particularly 
the man must be treated to achieve pregnancy. 
Religious norms influence what tests and trei 
ments а couple is willing to pursue, Surrogate parer 
ing, in vitro fertilization, or other techniques may r 
be acceptable ín terms of the couple's personal 


‘Recognize signs of ovulation, and time intercourse one 
‘three times during that period. 
N 


. Ded pu spe polum eee 
* Remain уло fal after intercourse for 1 hour, with hips. 
elevated to encourage retention of spem. 

Maintain adequate nutriton. 
Minimize stress and anxely. 

* Avoid lubricants that can be spermicidal. 
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religious beliefs. Conflict can arise if a potentially 
successful therapy is acceptable to one member of 
the couple but not to the other, 


FACTORS RELATED TO FERTILITY 


Before а specific method for treating infertility is 
selected, factors contributing to fertility must be 
explored with the couple. These factors include coital 
frequency, age, smoking, exercise and weight loss, 
diel, stress, medical conditions, use of drugs, and 
exposure to chemicals. 


COITAL FREQUENCY 
Unprotected intercourse more than three times a week 
offers the best opportunity for conception to occur, 
whereas daily intercourse may result in decreased vol- 
ume of ejaculate and a low sperm count, Planning 
intereourse around the time of ovulation is essential 
because the ova can be fertilized only within 24 hours 
after ovulation. Because the sperm live for 48 to 120 
hours after ejaculation, sexual intercourse immediately 
before ovulation contributes to successful fertilization, 
Only water-soluble lubricants should be used because 
others may have spermicidal properties. 


AGE 

Coital frequency often decreases as marriage length in- 
creases, and, as the woman ages, medical conditions 
that interfere with pregnancy may develop. The 
woman older than 35 years has a decreased chance 
of successful conception. The increasing age of the 
man may decrease conception rates, but firm research 
data have nol been collected concerning this factor. 
Donor fertilization of a young woman with an older 
man's sperm has been successful, 


SMOKING 

Invitro studies have been conducted regarding the effect 
of nicotine on ovulation. Cigarette smoking increases the 
peristalsis within the fallopian tubes, causing the ovum 
to pass more quickly. This may increase the risk of ec- 
topic pregnancy. Heavy cigarette smoking has been аз- 
sociated with poor pregnancy outcomes and may play 
a rolein impaired fertility. Research is ongoing, and anti- 
smoking education is offered at most schools, by man- 
aged care organizations, and in the media. 


EXERCISE AND WEIGHT LOSS 

Heavy exercise has been associated with menstrual 
irregularity, and excessive weight loss can cause amen- 
orrhea. However, continued research is required for 
definitive information regarding the relation of male 
and female exercise and weight loss to fertility. High 
scrotal temperatures from frequent sauna or hot tub 
use or tight nylon underpants can decrease male sperm 
production 


DIET 

A deficiency in vitamin Вуз has been linked to infertil- 
ity in some studies. A low-calorie, strict vegetarian diet 
has a possible relation to altering the luteal phase and 
the release of gonadotropins. Hypercarotenemia may 
also play a role in altering ovarian function (Morin, 
2010). Both obesity and anorexia place the woman at 
risk for ovulatory dysfunction and infertility. Contin- 
ued research is required because it is well known that 
the fetus will take its required nutrients from the 
mother, even leaving her without reserves, Women in 
third-world countries suffering (rom. near-starvation 
conditions do become pregnant, although the rates of 
positive outcome require further study. 


With today’s lifestyles in the United States, stress exists 
in the home, in the workplace, and even in the recrea- 
tion arenas. Much has been said about the couple wha 
decides to adopt and then “relaxes” and goes on to 
have a successful conception. Infertile women may 
be expected to have high stress and anxiety levels con- 
cerning their inability to conceive, However, studies 
have not shown definitive proof that stress is а signi- 
icant cause of infertility, Because women who seek 
treatment for infertility may be anxious or stressed, 
and some religious groups require successful preg- 
nancy and heirs for the marriage to continue, marital 
discord may also be present in couples seeking fertility 
treatment. Listening to the couple and providing an 
interdisciplinary referral to clergy, a social worker, or 
support groups are helpful. Open. communication 
and the development of a true partnership between. 
the couple and the staff are essential. 


Pelvic adhesions and а history of previous pelvic 
inflammatory disease (PID) or endometriosis may 
affect fertility, Other abdominal surgeries can influ- 
ence tubal patency, Abnormalities of the reproductive 
tract in the woman or her partner and immunologic 
and endocrine disorders can also alter fertility and 
may require treatment before infertility therapy is 
initiated. 


USE OF DRUGS AND CHEMICALS 

‘The use of recreational drugs has been associated with 
Increased infertility relating to tubal function in women 
and sperm concentration in men. Repeated workplace 
exposure to chemicals, such as nitrous oxide and soil 
fumigants, has been suspected as a result of some stud- 
бе. Prescribed and over-the-counter drugs, such as an- 
tihistamines, can reduce vaginal lubrication. Some 
antihypertensives impair male erection, barbiturates 
can inhibit hormone release, and nonsteroidal antiin- 
flammatory drugs can inhibit ovulation. Occupational 
Safety and Health Administration (OSHA) guidelines 


їл the workplace require disclosure of toxic chemicals 
the worker may be exposed to because the exposures 
may be risk factors for infertility or birth defects. A da- 
tabase is kept at the Reproductive Toxicology Center 
(REPROTOX), and websites can be accessed to address 
specific questions. 


MALE INFERTILITY 


Male infertility plays a role in about half of all cases. 
А defect in the transport system of the sperm (such 
as orchitis or varicocele), a defect in sperm production 
(such as a hormonal deficiency), or the inability lo 
deposit sperm into the woman (such as erection prob- 
lem or hypospadias) contributes to male infertility, The 
use of tobacco, alcohol, and illicit drugs can also 
contribute to male infertility. Use of over-the-counter 
or prescription drugs such as sulfasalazine, spironolac- 
tone, calcium channel blockers, allopurinol, nitrofur- 
antoin, and cimetidine can inhibit sperm production: 
diuretics can result in ejaculatory problems; and 
steroids can reduce sperm production ог contribute 
to erectile dysfunction, Lead and pesticide exposure 
сап also reduce sperm count. 

Fertility tests for the male partner include semen 
and sperm analysis, transrectal ultrasound, hormonal 
profile, post-ejaculatory urinalysis to test for retro- 
grade ejaculation, vasograph, genetic testing, and a 
postcoital test of sperm count, 


Treatment of Male Infertility 

Autoimmune antibodies against sperm can be stimu- 
Jated by genital infection or trauma, Treatment of male 
infertility involving erectile dysfunction can include 
drugs such as sildenafil (Viagra) or vardenafil (Levi- 
tra), injectable or mechanical aids to erection, or 
ART procedures. To increase sperm count, men should 
be instructed to wear loose-fitting underwear; to avold 
saunas, smoking, St. John’s wort, and anabolic 
steroids; and to eat a healthy diet. 


INFERTILITY MANAGEMENT PROGRAMS. 


In a good infertility management program, the factors 
that contribute to infertility are discussed and dealt 
with before specific interventions are implemented. 
A nurturing but value-free environment must be 
created for couples who may be aggressively and im- 
patiently seeking fertility treatment and who may sud- 
denly decide to abandon efforts. Acceptance and 
support of their values and decisions are essential, 
The couple must be empowered to make the decisions 
on the basis of their own needs and values and to 
change those decisions without an expression of 
disappointment by the fertility clinic staff. 

Before infertility treatment is initiated, diagnostic 
tests may be performed to help in selecting the best 
treatment protocol. They include physical examination; 
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tests for tubal function, tubal patency, ovulation, an 
hormonal levels; ВВТ records; a transvaginal ultr. 
sound; an endometrial biopsy; and ferning capacity 1 
the cervical mucus. 

Evaluation of the couple identifies whether етар 
can increase their chance to conceive. The initial eva 
uation involves education and preparation of tk 
couple, which empower them to make informe 
choices and control the evaluation and fertilizatio 
procedures. The couple's psychosocial and marit 
health should be considered in determining the be 
approach to infertility management. A multidisciplit 
агу approach to the management of infertility involve 
the endocrinologist, urologist, psychologist, gynecol 
gist, and nurse, 


ASSISTED REPRODUCTIVE TECHNOLOGY 
Legal and Ethical Factors in Assisted Reproductio 
Noncoital reproduction brings with it many legal an 
ethical problems that must be dealt with. In most case 
assist reproductive | (ART) is used to assi 
infertile couples. However, this technique can also È 
used by a married couple to avoid known genet 
anomalies carried by one or both partners. Sperm s 
egg donors and surrogates involve third parties, an 
their emotional bonds and legal rights must be consi 
ered. Homosexual couples or single parents can crea! 
a child through the donation of eggs or sperm i 
surrogacy, and a changed family structure evolves. 
Parental rights are a legal challenge. It ix now poss 
ble for a child to have five parents: a sperm donor, а 
egg donor, a gestational surrogate, and the two paren 
who will rear the child, The right to bear a child 
protected by the U.S, Constitution; the governmer 
cannot usually interfere. The nontraditional family 
therefore entitled to constitutional protection. 
Cloning one's lost child is not yet а possibility. TH 
fate of a frozen embryo when the parents divorce hi 
been challenged in court. The sale of frozen embryc 
also is increasingly challenged in our legal systen 
However, federally funded research on fetal tisso 
and stem cells can control future research and develoy 
ment, State laws can also prevent funding of private n 
search, The problems of insurance coverage and acce! 
to care are also highly debated issues related to ART 


Assisted Reproductive Technology Procedures 
Extraordinary progress has been made in ART towar 
the treatment of infertility. In vitro fertilization, game! 
intrafallopian transfer (GIFT), and in vitro fertilization 
embryo transfer (IVF-ET) are techniques that bypar 
many of the natural means to conception, Each of thes 
jures begins with ovulation induction to perm 
retrieval of ova to improve the chance of a successi 
pregnancy. Matemal risks include multiple birth 
prematurity, preeclampsia, cesarean birth, ectop 
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pregnancies, pelvic organ infection or damage, and 
ovarian куреши syndrome (OHSS), Fetal risks 
include prematurity, chromosomal anomalies, and 
other problems (Scoccia, 2006). 


Ovulation Induction 
Medications to induce ovulation may be given to the 
woman who does not ovulate or ovulates irregularly 
(Table 19-1), Medications are also prescribed to provide 
multiple ova if the woman plans to have in vitro fertil- 
ization, GIFT, tubal embryo transfer (TET), or IVF-ET. 
Clomiphene citrate is the drug most commonly given 
to stimulate ovulation. OHSS is not uncommon when 
ovarian enlargement and follicular cysts are present. 
More than one ovum may be released and fertilized, 
making twins and triplets more common. Dosage and 
responses must be closely monitored. Other medica- 
tions have been developed to combat specific factors 
known to inhibit ovulation (see Table 19-1). 
‘Ovulation induction typically involves three types 
of medications: 
* Selective estrogen receptor modulators (SERMs) 
le. clomiphene) 
* Aromatase inhibitors (Als) (eg, anastrozole 
[Arimidex] and letrozole [Femara]) 
+ Injectable gonadotropins(e.g., menotropins [Repro- 
nex, Мехрин and urofollitropin [Bravelle]) 
There is а small window of time that is appropriate 
to administer an ovulatory stimulant, and hormone 
measurements are used as a guide. OHSS is a serious. 
complication if the drug is given at an inappropriate. 
time in the menstrual cycle. Gonadatropin-releasing, 
hormones (САЙНА) are used to prevent ovulation 
and control ovarian hyperstimulation. 


In теп, correction of a varicocele may improve sperm 
quality and quantity. Laser surgery may be used to 
correct adhesions, or microsurgery technique can be 


used. In women, transcervical balloon tuboplasty 
may be used to unblock the woman's fallopian tubes 
without using more invasive procedures such as lapa 
roscopy or laparotomy. In this procedure, a thin cath- 
eter is threaded through the uterus into the fallopian 
tube, and the balloon is inflated to clear the blockage, 


‘Therapeutic Insemination 

Therapeutic insemination (a technique formerly referred 
to as artificial insemination) is the instillation of ova or 
sperm into the uterus to aid conception. Either the part- 
ner’s semen or a donor's semen may be used. Donor 
semen may be used if the partner carries a genetic defect 
or ifa Woman wants to havea child without a relation: 
ship with a male partner. Intrauterine insemination can 
be performed, allowing the sperm to bypass cervical 
mucus and decreasing some immunologic problems, 
Donors are screened to reduce the risk of transmitting 
genetic defects and STIs. Tests determine whether the 
donor is in good general health, determine the blood 
type and Rh factor, and screen for STIs. Donor sperm 
and donor оха may be frozen and held for б months 
before use to reduce the risk of infections not realized 
at the initial screening. 


In Vitro Fertilization. In vitro fertilization is a technique 
that involves bypassing blocked or absent fallopian 
tubes In a surgical procedure, ova are removed by lap: 
aroscope and mixed with prepared sperm from the 
woman's partner or donor, Approximately 2 days 
later, up to four embryos are returned to the uterus. 
In vitro fertilization may or may not be successful, 
Not all ova are successfully fertilized by this technique, 
and embryos that are transferred to the woman's 
uterus may not implant, 


Gamete Intrafallopian Transfer, Hormones are given 
tostimulate ovulation, and ova are collected laparosco- 
pically. The woman has to have at least one normal, 


Stimulates hypothalamus to secrote GARH that resiits in LH and FSH secretion, 
Which stimulate maturity and release of ova. 
‘Side effects include het flashes and vision changes. 


Daly injections are required, ard serum astracioi levels ars measured to avoid 
‘ovarian hyperstimulation syndrome. 


‘Lowers prolactin levels that may moai FSH and LH асосп on the es 
Must be discontinued when ovulation occurs 

ФАН agonists are used for endornetnicss related nerd 

FDA approved in 2004 for folicular simulate 

Iib the conversion of ancragen nio estrogen 


patent fallopian pes Aion: 
period, the male sperm is collected and 

and both the sperm and ova are placed into the ampul- 
lary portion of the fallopian tube, allowing fertilization 
in vivo at the site where it naturally occurs. A transcer- 
vical route for GIFT by hysteroscopy is in the research 
and development stage. 

Indications for GIFT include unexplained infertility, 
pelvic endometriosis, male factor infertility, adhesions, 
failure of previous cycles of artificial insemination 
(either by partner or donor), cervical factors, and 
Immunologic causes. Zygote intrafallopian transfer 
(ZIFT) involves the transfer at the zygote state. Donor 
embryos or surrogate mothers are also popular 
‘approaches to infertility treatment. 


Intracytoplasmic Sperm Injection. When the male 
cannot ejaculate sperm, a microsurgical sperm aspira- 
tion can retrieve sperm from the epididymis via the 
testes, The sperm is then used to fertilize ova by inter- 
cytoplasmic sperm injection and the fertilized ova are 
implanted in the uterus. 


‘COMPLEMENTARY AND ALTERNATIVE MEDICAL 
THERAPY FOR INFERTILITY 


Some couples prefer to use complementary and alter- 
native medical (CAM) therapy before or during use 
of prescribed assisted reproductive technology 
(ART), The National Institutes of Health defines 
CAM therapy as а group of diverse medical and 
health care systems, practices, and products that are 
not presently considered to be part of conventional 
medicine, Complementary medicine is used together 
with conventional medicine, and alternative medicine 
is used in place of conventional medicine (NIH, 
2009), Integrative medicine combines treatments from 
conventional medicine and CAM for which there is 
some high quality evidence of safety and effective- 
ness (NTH, 2009), 

‘Acupuncture for the male is thought to increase 
sperm counts and, for the female, it is thought to 
enhance success of ART by improving ovarian and 
uterine blood flow, improving the endometrial envi- 
ronment and relieving stress and uterine motility, 
thereby improving embryo implantation. Ginseng 
and astragalus are herbs used to increase sperm motil- 
ity. Studies are underway using repeated low fre- 
quency electroacupuncture to inhibit the action of 
‘ovarian sympathetic nerves and influence ovulation 
(Bennington, 2010). Ayurveda and relaxation tech- 
niques provide a mind-body balance and avoidance 
of stress that positively affects ovulation, fertility, 
and pregnancy. Aromatherapy can enhance relaxation, 
and massage both relaxes and increases blood flow as 
well as reduces stress hormones, all of which can 


Family Panning and em CHAPTER 19. * 


enhance fertility. See Chapter 21 for a detailed discu 
sion of CAM therapy: 

Biologic supplements, such as folic acid and ire 
supplements, are known to have a positive effe 
оп a positive pregnancy outcome. Antioxidants th 
prevent stress, vitamin E, selenium, vitamin A, ar 
coenzyme Q are all thought to support pregnanc 
Women should be cautioned not to consume ove 
the-counter individual supplements without consti 
ing the health care provider. If a substance has 
US. Pharmacopeia verification symbol, it has bee 
evaluated for content and manufacturing practio 
(Bennington, 2010), 


їп the United States, the woman most often choos 
the type of contraception to use. Information is otte 
obtained from friends or the media—televisio 
newspapers, and magazine advertisements. The ri 
ol incomplete, inaccurate, or misinterpreted inform. 
tion results in improperly selected or im 

used techniques that fail and result in an unintende 
pregnancy. 

Couples should obtain contraceptive informatie 
from qualified health professionals. It is therefor 
the responsibility of the health professional to educa 
the consumer in the community, Opportunities f 
education occur in the school nurse's office, 
parent-teacher meetings, and at physicians’ offic 
and clinics. Every postpartum woman should гесе 
instruction concerning family planning before di 
братва The лыматы эб Mee EAS 
knowledge, attitudes and plans for pi 
need for family planning, and the preferred od 
and counsel the woman and her partner to help the 
choose the method best for them, taking into consis 
cration religious beliefs, cultural values, and person 
needs. The nurse must feel comfortable discussit 
contraception and conception and help the womi 
and her partner express their personal needs ar 
concerns. 

The couple's needs and preferences should be H 
focus of counseling and education. The nurse can he 
the couple understand the information concernit 
ART. Information regarding surrogate mothers ar 
adoption should also be provided and appropria 
referrals made, Infertility treatments are expensiv 
can be frustrating, and are intrusive in the priva 
lives of the couple. Guilt and shame may enter the r 
lationship, and couples often feel a loss of control. TI. 
nurse сап act as an educator, an advocate, and а cou 
selor, offering the couple а sense of control ar 
acceptance. 
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* Family planning involves personal, social, and cultural. 
considerations. For many, it means seeking ways to 
prevent pregnancy: for others, it means finding ways to 
achieve 


Pregnancy, 

* Abstinence has become associated with saying “no,” butit 
‘can be viewed ав saying "yes" to other satisfying sexual 
activities, such as touching, kissing, and communication. 

* Fertility awareness is also known as natural family planning. 
Periodic abstinence requires cooperation of both partners. 
and an understanding of how to identity ferte days. 

* Contraceptive failure is related to noncompliance, lack of 
‘cooperation in the partner's attitude toward consistent 
Use, and, most important, misinformation or lack of 
information about how to use tne technique selected. 

* Barrier methode include the male and female condoms, 
diaphragm, IUD, and cervical сар, all of which prevent the 
transport of sperm into the vagina. 

* Vaginal spermicides are avallable in foams, gels, creams, 
and suppositories, which are inserted into the vagina 
before sexual intercourse. Their action is to destroy sperm 
ог alter vaginal secretions and immobilize sperm. They are 
short acting and are often used with another contraceptive. 
method. 

* Hormonal contraceptives Include OCs, hormone 
Injections, the vaginal ring, and the skin patch, They inhibit 
‘ovulation and also make the cervical mucus unfavorable 
lor sperm penetration. 

* Combination OCs are avaliable at lower doses that have 
fewer side effects. Use о! synthetic progesterone can 
decrease bloating and avoid increased appetite. 

* Oral contraceptives are avallable in formulas that support 
monthly menstruation, limit menstruation to four times 
a year, and suppress menstruation completely, 

* IUDs are inserted into the uterus to provide continuous 
pregnancy protection, but they do not protect the woman 
from STIs, 

* Surgical sterlization offers permanent contraception, 

‘A tubal ligation can be performed on the woman, and а 
vasectomy can be performed on the man. Although 
surgery to reverse sterilization is possible, It is expensive 
апа may not be successful. 

* Emergency contraception is available as а combination of 
estrogen and progestin, progestin only (Plan В), or an 
‘antiprogestin tablet (ELLA) taken shortly after unprotected 
зех, An insertion of a copper IUD within 5 days after 
unprotected sex в also an effective emergency contraception 
{technique for women who prefer long-term contraception, 

* Therapies to facilitate pregnancy or increase the couple's 
‘chance to concelve Include ovulation induction by 
medications and therapeutic insemination by the partner's 
ог donor's sperm. In vitro fertilization is a surgical 
procedure of inserting embryos into the woman's uterus. 
The GIFT procedure involves the direct placement of both 
gametes into the ampullary portion of the fallopian tubes. 
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for the NCLEX 


11, The calendar method of contraception la based on the 

‘assumption that: 

1. Luteal hormone surges 12 to 24 hours after ovulation: 

2. Ovulation occurs approximately 14 days before the 
‘onset of the пел! menstrual period. 

3. Basal body temperature decreases slightly at 
ovulation. 

4. Cervical mucus becomes cloudy and sticky before 
ovulation. 


2 Following a term delivery, a postpartum patient who is 
breastfeeding asks the health care provider how soon she 
сап begin using oral contraceptives. The health care 
provider should reply: 

1. "You may begin to use ога! contraceptives. 
immediately." 

2. "You must walt unti the end of the 6 week postpartum 
period.” 

33 "You can start using oral contraceptives approximately 
4 weeks’ postpartum." 

4. "You must wait until your menstrual period begins to 
start using oral contraceptives.” 


3. When providing information regarding the use of the 
hormonal skin patch, the nurse should include the 
following: (Select al hat apply.) 

1 Tra pach жоп for este in IRE o 
different part of the body. 
торали oad aan ob о, 


abdomen, upper arm, or torso, 
з Tha i pao ne paion is a ву of e 
‘menstrual period. 


4. Occluding the patch by taping It to the skin can 
adversely alter its effectiveness. 


4. Which patient should not use Depo-Provera? 
1, Woman with sickle cell disease 
2. Adolescent 

3, 2-week breastfeeding mother 

4, Woman taking anticonvulsant medications 


%. Primary inferiity is diagnosed when: 
1. Asingie woman desires pregnancy without a male partner. 
2. Couples conceive but repeatedly lose the fetus before it 
is viable. 
анын ch ats Жаран er v 
conceive a 


4 pg gE 
1 year of unprotected sexual intercourse. 


6. A technique that involves bypassing blocked or absent 
fallopian tubes is 
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7, When providing information to a patient at a family 
include which 


planning clinic, the nurse should 
instruction(s)? (Select ali that apply.) 
1. . 


2 Hater acon моне отт 


en e ror bu | n place fo nasia 
24 hours. 
4 E 


1. А отап, married for & months, does not want to become 
pregnant for 2 years so that she can establish her career. 
‘She is interested in using an IUD. What advice would you 
give her about using this method? 


2. A woman states that she is sexually active. The physician 
prescribed an OC for har: What advice would you give her 
about taking OCs? What advice would you give her about 
protection against STIs? 


1. Define key terms listed. 

2. Describe toxic shock syndrome, list four of its symptoms. 
and prevention measures 

3. Describe premenstrual syndrome, and ist potential ways 
to reduce it. 

4, Identity potential causes of dysmenorrhea, and explain how 


breast cancer. 


7. Explain the technique of breast self-examination. 

B. Describe two options in the management of breast 
cancer. 

9, Define endometriosis, and state one typical symptom. 

10, Déscribe the transmission, treatment, and prevention 
‘of common sexually transmitted infections 

11. Explain methods to prevent transmission of infections, 
‘acquired through blood and body fics. 

12. Discuss the prevention of human paplloravirus. 
infections. 


р, 383) 
dysmenorrhea (dis-mén-0-RE-A. p. 392) 
‘dyspareunia (cis-pà- ROO-n&-&, p. 399) 
endometriosis (én-dó-ré-trà-Ó-sis, р. 398) 
Jolomyomas J.. .O. mas, p. 393) 
menopause (MEN-O-piwz, p. 393) 
menorthagia (тёл-б-ВА-ё. p. 393) 
metrorrhagia (mé-t0-RAYA, p. 393) 
ollgomenorrhea (ol~I-go-merto-re's, p 393) 
osteoporosis (5s-18-6-p6-RÓ-sis, p. 394) 


Papanicolaou (Pap) test (pàp'o-nI'ko-la'oó, p, 395) 
pelvic inflammatory disease (PID) (PEL-vik in-FLÀN. 
10-76. p. 399) 
polymenorrhea. (pofe-mero-ra'o, р. 393) 
dysphoric disorder (PMDD) 


toxic shock syndrome (TSS) (p. 391) 


WOMEN'S HEALTH CARE 


Today, women from all ethnic backgrounds choose to 
be active participants in their health care and therefore 
need information about their bodies, health promo- 
tion, self-care techniques, and choices concerning 
treatment options, 

Culturally competent communication is the key to 
empowering the woman to feel confident about her 
ability to care for herself and her family. In some cul- 
tures, women ask questions when they want to know 
something related to their health; in other cultures, 
women wait to be told what to do (see Chapters 1 
and 7). To be an effective teacher about health behav- 
iors, the nurse must understand the patient's cultural 
needs, experiences, and individual goals. The nurse of- 
fers support, knowledge, and caring behaviors that 
help the woman cope with screening tests or problems. 

Some goals of Healthy People 2020 relate to women's 
health, including curbing the rise in breast cancer, 


increasing the number of women over the age of 40 
who have mammograms, reducing the number of 
deaths from cervical cancer, increasing the number of 
women over the age of 18 who have Papanicolaou 
(Pap) tests, reducing the occurrence of vertebral fractures 
in older women with osteoporosis, and reducing the 
‘occurrence of sexually transmitted infections (STIs [for- 
merly known as sexually transmitted diseases, or STDs|). 
Achievement of these goals requires preventive care, 
screening, and increased accessibility to health care. 

Women are assertive health care consumers, As 
women age, the intergenerational phase (caring for 
young children and older parents) influences their 
health care needs. As a woman's life expectancy in- 
creases, living with disabilities or long-term illness 
presents financial, psychological, and physical strains 
that affect their health care needs. 

Lifestyle management, adaptation to multiple roles, 
and self-care play a large role in women’s health care, 


especially in the areas of health promotion and illness 
prevention. The perinatal experience is often the first 
encounter with a health care provider that is main- 
tained on a long-term basis as the new mother assumes 
the caregiving role for her child. 

The older woman presents a unique challenge to 
nurses and health care providers. Older women may 
be single, live alone, have below-poverty income, 
and be without caregivers. The nurse must be aware 
of normal physiologic changes associated with aging 
When assessing the older woman. Although normal 
physiologic changes cannot be modified, associated 
decline in the ability to function depends on lifestyle 
choices and the individual's ability to adapt to change. 
Aerobic and resistance exercise programs are popular, 
and exercise programs for the older woman can be 
individualized for best results. 

The majority of health care delivery for women is 
based ina location other than the acute care hospital facil- 
ity, This chapter provides an overview of the more com- 
mon health care problems of women in the community. 


SMOKING AND HEALTH 


Newborns and children who live in an environment 
where parents smoke are at increased risk for res- 
piratory problems, including sudden infant death 


No 
Continue teling about risks cf smoking and 
benefits of quitting at avery prenatal visit. 
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syndrome (SIDS) and asthma. Smoking during preg- 
nancy places the woman at risk for preterm delivery 
or places the fetus at risk for intrauterine growth 
restriction. Counseling, public health campaigns, and 
smoking cessation programs have been implemented, 
and these are some of the continued goals of Healthy 
People 2020. 

Stress is often associated with smoking, and stress 
management programs may be an important part 
of any smoking cessation program. An understand- 
ing of addictive behavior, motivation for change, 
and behavioral strategies to accomplish smoking 
cessation is important to the success of any program. 
А sample interview concerning smoking assessment, 
intervention, and self-help is shown in Table 20-1. 


TOXIC SHOCK SYNDROME 


Toxic shock syndrome (TSS), a multisystem infection 
that results from the response of the body to toxins pro- 
duced by Staphylococcus aureus and group A strepto- 
cocci, is potentially fatal, The toxin produced alters 
capillary permeability, which allows intravascular 
fluid to leak from the blood vessels, resulting in hypo- 
volemia, hypotension, and shock. The toxin also causes 
direct tissue damage to organs and precipitates serious 
defects in blood coagulation. 


Join smoking cessation ри 


progressively further and further apart, 


newspaper after suggest 
ating and then going for а walk after breakfast). 


someone 10 help stick to the plan. 


‘Bop vol iy. hoden a da ari er гече rco eco 
Smoke at fixed intervals (only smoke at set limes and make the times: 


„ S ссеззһїу 
— о илип mn ‘Ask what got in the way of success when he or she last tied to quit. 
attend counsaing make eg develop a plan to avoid the same problems that interfered win the 

icy ios ake юм cl or cree previous attempt af quitting. 


omoky areas. 
Spend more time with Mands who do not smoke. 


Change smoking behaviors (take shorter putts or smoke less of each 


garoto), 
PFF 
Droakdast reading the newspaper while 
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Certain factors increase the risk for the toxin to gain 
entry into the bloodstream. These include the use of 
high-absorbency tampons during menstruation and 
barrier methods of contraception (diaphragm or cervi- 
cal cap), both of which can trap and hold bacteria if left 
in place for more than 48 hours. 

Early diagnosis and treatment are important in 
preventing a fatal outcome. Symptoms include a sud- 
den spiking fever and flulike symptoms (headache, 
muscle aches, vomiting, diarrhea. and sore throat), 
hypotension, generalized rash resembling sunburn, 
and skin peeling from the palms of the hands and 
soles of the feet 1 to 2 weeks after the onset of the ill- 
mess, Laboratory findings usually reveal elevated 
blood urea nitrogen (BUN) and creatinine levels 
and low platelet count, Prevention includes changing 
tampons every 4 hours, using peri pads rather than 
tampons during sleep, not using diaphragms or cervi- 
cal caps during menstruation, and washing the hands 
before and after inserting anything into the vagina. 
Hospitalization and intensive care may be required 
if TSS occurs. 


Premenstrual syndrome (PMS), also known as ovarian 
cycle syndrome, is defined as the presence of physical, 
psychological, or behavioral symptoms that regularly 
recur with the luteal phase of the menstrual cycle, sig 
nificantly disappear during the remainder of the cycle, 
and completely disappear the week after the menstrual 
period. Approximately 5% to 10% of menstruating 
women experience PMS that interferes with activities 
of daily living. The symptoms that occur between 
ovulation and the onset of menses include weight 
gain, bloating, irritability, loss of concentration, head- 
aches, constipation, acne, breast tenderness, anger, 
fatigue, and feelings of being out of control that may 
interfere with work or school, 

Promensirual dysphoric disorder (PMDD) is а more 
severe type of PMS that involves irritability, dyspho- 
ria, mood swings, fatigue, appetite changes, and a 
sense of being overwhelmed (American Psychiatric 
Association, 2000). A woman's personal diary can 
confirm symptoms recurring during the specific 
phase of the ovarian cycle. The psychological symp- 
Toms are usually the result of a decreased ability to 
cope with psychological stressors rather than the ap- 
pearance of new emotional distress. For this reason, 
psychotherapy may help the woman cope with or re- 
salve problems that are aggravated by PMS, Medical 
treatment often includes drugs that inhibit ovulation. 
Pyridoxine (vitamin Ba) is thought to be helpful, al- 
though its use is not validated by research. Excess 
dosages of vitamin B, (more than 1000 mg/day) 
may result in peripheral nerve toxicity. Calcium. 


and multivitamins with vitamin E may be advised 
by some obstetricians. Diuretics may be helpful when 
water retention is a problem. Selective serotonin reup- 
take inhibitors (SSRIs), such as fluoxetine (Prozac) 
and sertraline (Zoloft), have been shown to be effec- 
tive in decreasing psychological symptoms. Gonado- 
tropin-releasing hormone (GnRH) agonists do not 
show strong evidence of efficacy in the comprehen- 
sive treatment of PMS symptoms. Diet modifications 
include eating a well-balanced diet and avoiding a 
high salt intake to prevent water retention. Reducing 
caffeine intake to reduce breast tenderness and con- 
suming low-fat, high-complex carbohydrates to in- 
crease brain serotonin synthesis help decrease 
nervousness, frustration, irritability, and agitation 
that the woman may be experiencing. 

Management includes self-care measures directed 
toward developing а healthy behavior. The nurse 
сап suggest stress management such as relaxation 
techniques and aerobic exercise, especially during 
the luteal phase of the cycle, Exercise has been found 
to increase blood levels of bela-endorphin (an opiate- 
like substance produced in the body), Complemen- 
tary and alternative medicine (CAM) approaches to 
care include yoga, massage therapy, and herbs such 
as black cohosh, ginger, and chaste tree fruit (see 
Chapter 21). 


Dysmenorrhea refers to painful menstrual cramps that 
occur during or before the onset of menstruation and 
disappear by the end of menses, Dysmenorrhea is clas- 
sified as primary or secondary. Primary dysmenorrhea 
is caused by prostaglandins, which are produced by 
the uterus in higher concentrations during menses, 
This increases uterine contractility and decreases uter- 
ine artery blood flow, resulting in painful ischemia, 
Which is known to cause the sensation of cramps. 
Treatment of primary dysmenorrhea includes oral 
contraceptives (which block ovulation) and prosta- 
glandin inhibitors (such as ibuprofen and aspirin). 
Self-care measures such as exercise, rest, heat, and 
proper nutrition help some women, Biofeedback has 
also been used with some success. 

Secondary dysmenorrhea is associated with a path- 
‘logic condition of the reproductive tract. The symp- 
toms appear after menstruation has been established. 
Some causes are endometriosis, pelvic inflammatory 
disease, and ovarian cysts, Some nutritionists suggest 
that vitamin E, a mild prostaglandin inhibitor, may 
decrease uterine discomfort. Warmth helps by promot- 
ing increased blood flow. Drinking hot herbal tea or 
sitting in a warm bath is soothing. Massage can soothe 
aching back muscles and promote relaxation, and daily 
exercise can ease the cramps. 


CCC 


Menstruation relies on a balance of several hormonal 
events that involve the hypothalamic, pituitary, ovar- 
Чап, and uterine function that results in sloughing of 
the endometrium when pr does not occur. 
Dysfunctional bleeding includes: 

* Menorrhagia: More than 80 mL of blood is lost or 

menstruation lasts more than 7 days. 

* Polymenorrhea: Menstruation occurs regularly in 

Jess than 21-day cycles (more frequentthan normal), 

. ‘Menstruation occurs in cycles of 

more than 35 days. 

* Metrorrhagis: Menstruation occurs at irregular 

and frequent intervals. 

» Menometrorrhagia: Prolonged or excessive bleed- 

ing occurring at frequent intervals, 

* Postmenopausal vaginal bleeding: Occurs at least 1 

year after cessation of spontaneous menstruation. 

* Amenorrhaa: The absence of menstrual bleeding. 

(primary, before regular menses is established 
or secondary, after regular menses has been 
established), 

Bleeding can be anovulatory, which is most com- 
mon at the beginning or the end of reproductive life, 
There is no ovum, corpus luteum, or progestin 10 
prepare uterine lining. Bleeding can also be ovulatory, 
which usually occurs at the height of the reproductive 
life cycle, It is associated with prolonged progesterone 
secretion or prostaglandin release. Risk factors include, 
age, obesity, excessive exercise, and high stress or med- 
ical condition such as polycystic ovarian syndrome 
(Ayers & Montgomery, 2009), 

The form of management depends on the cause of 
the bleeding and should be investigated by the health 
care provider. The treatment of anovulatory bleeding 
includes combination oral contraceptives, and the 
treatment of ovulatory bleeding includes NSAIDs 
taken 1-2 days before menses to decrease prostaglan- 
din production, OCs may also be used, Lysteda 
(tranexamic acid) has been approved by the FDA as 
а non-hormonal treatment for menorrhagia. It works 
by reducing clot breakdown in the uterus. It should 
not be used with oral contraceptives (USFDA, 2010). 
Surgical removal of polyps may be performed to diag- 
nose endometrial hyperplasia. 


Uterine fibroids, also known as lolomyomas or myo- 
mas, are benign uterine tumors that develop during 
the woman's reproductive years. They are estrogen- 
dependent and progress to cancer in about 0.5% of 
patients diagnosed with fibroids. The majority of 
women with fibroids are diagnosed at the time of 
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pelvic examination and may receive confirmation with 
а pelvic ultrasound. Detectable fibroids manifest ах а 
pelvic mass, excessive menstrual bleeding, or both. 
In some women, the excessive bleeding leads to iron 
deficiency anemia. Small tumors are often undetect- 
able and present no symptoms. Diagnosis can be con- 
firmed with ultrasound, in most cases. 

Although it is commonly believed that all fibroids 
grow larger during pregnancy, some fibroid tumors 
increase in size, whereas others actually regress. 
Women who have fibroids and become pregnant аге 
subject to certain risks, including antepartum bleeding, 
dystocia from interference with the efficiency of uter- 
ine contractions, potential cesarean birth, and early 
pregnancy loss, There also appears to be an increased 
risk of preterm labor. Although specific risks wist, 
most pregnancy outcomes are quite favorable. There- 
fore, women with fibroids should not be discouraged 
from becoming pregnant. 

Hormonal management includes the use of oral соте 
traceptives (as an off-label use) or GnRH analogs, such 
as Lupron (Leuprolide), Synarel (Nafarelin acetate) 
and Zoladex (Goserelin acetate) to treat endometriosis 
and decrease the size of fibroids prior to surgery 
(Flowers, 2008) 

‘The removal of the fibroid or myoma that impinges 
оп or interferes with the endometrial cavity reduces 
the risk of pregnancy loss, Treatment options include 
а nonsurgical uterine fibroid embolization, magnetic 
resonance imaging (MRI)-guided focused ultrasounc 
embolization, or a surgical myomectomy. For womer 
with heavy or prolonged menstrual bleeding, a hyster 
ectomy may be 


Menopause occurs when а woman's menstrual period: 
have ceased for 1 year. The climuctorie (change ot life 
refers to the physiologic and psychological alteration: 
that occur around the time of menopause. Pregnanc: 
сап occur during the climacteric period. Psychologica 
responses are affected by the woman's expectations 
marital and financial stability, family views, and socia. 
ог ethnic cultural values. The changes in women’ 
health care enable women to cope more effectively 
form new goals and priorities for this new phase 
and enjoy a productive life, 

Physical changes are a result of lowered estroge: 
levels, The average age of menopause in the Unite: 
States is 31.5 years (Cedars & Evans, 2008). The uterin 
endometrium and myometrium atrophy, as do the cet 
vical glands. The vaginal mucosa becomes smooth an 
thin, and the rugae disappear, leading to loss of elastic 
ity, Sexual intercourse may be painful, but this can b 
overcome by using water-soluble lubricating gels, Th 
woman may have hot flashes and feel а burnin 


+ Récent vascular thrombosis (with or without трой) 


sensation in the face and chest, followed by perspira- 
tion: The woman may also notice chills, palpitations, 
dizziness, and tingling of the skin resulting from vaso- 
motor instability. 

А woman's view of menopause as а normal life transi- 
tion or as a medical condition that requires treatment 
will determine management strategies. Decreasing 
estrogen does increase the risk for osteoporosis or 
increased cholesterol levels, Treatment options include 
exercise, a high-fiber diet that is rich in antioxidants, 
and calcium and magnesium supplements. Hormone 
replacement therapy (HRT) is acceptable for short-term 
treatmentin younger women butnot long-term treatment 
in older women (NAMS, 2008) (Box 20-1), CAM therapy 
includes yam root, which contains a natural progester- 
one-like substance; ginseng: soy products that contain 
phytoestrogens; black cohosh (thought to reduce 
luteinizing hormone); and vitamin E (see Chapter 21). 


PELVIC FLOOR DYSFUNCTION 


Pelvie floor dysfunction occurs when the supporting. 
structures to pelvic organs are damaged or weakened. 
‘The damage may be the result of childbirth injury. Two 
classifications of pelvic floor dysfunction, which may 
occur at the same time, are vaginal wall prolapse 
(which includes cystocele, enterocele, and rectocele) 
and uterine prolapse, A cystocele occurs when the 
upper vaginal wall becomes weakened and unable to 
support the bladder, causing a downward displace- 
ment of the bladder. Strass incontinence (loss of urine) 
may result and is particularly noticeable when the 
Woman coughs or sneezes, An enterocele occurs when 
the Upper posterior vagina is weakened, allowing a 
loop of bowel to hemiate downward between the 
uterus and rectum. A rectocele occurs when the 
posterior vaginal wall becomes weakened, When 
the woman strains to defecate, the feces are pushed 
against the wall instead of toward the rectum. Digital 
pressure against the posterior vaginal wall may facili- 
tate defecation, 

А uterine prolapse occurs when the supporting 
structures (ligaments) of the uterus and vagina are 
weakened, causing the uterus to protrude through 
the vagina. The woman feels pelvic pressure, fatigue, 
and backache. Uterine prolapse may occur in a woman. 
who has had several vaginal births or large newborns 
born vaginally. 


Treatment and Nursing Care 

Age, physical condition, and sexual activity are consi 
ered in the medical management of pelvic floor 1 
laxations. The vaginal wall(s) may be repaired, or 
vaginal hysterectomy may be done. A pessary suppc 
device can be used if the woman is unable or choos 
mot to have surgery. Kegel exercises can he 
strengthen the рибососсудез! muscle—4he maj 
support for the urethra, vagina, and rectum (se 
Chapter 5). A diet high in fiber and adequate fluic 
can soften the stools and make it easier to defecate 


OSTEOPOROSIS 


is а degenerative musculoskeletal disor 
der in which a decrease in bone density results in 4 
increased porosity in bone, making the person more vul 
nerable to fractures. The North American Menopause 
Society (NAMS) defines osteoporosis as а bone«minera. 
density score under 2.5 or presence of fragility fractures 
In the United States, 1.3 million fractures occur yearly 
as а result of osteoporosis. Women at greatest risk are 
of Asian descent or small-boned, fair-skinned white 
women of Northern European descent. Other risk fac- 
tors are family history, early menopause, a sedentary 
lifestyle, and inadequate calcium intake. Caffeine, alco- 
hol, smoking, and long-term use of steroids also contrib- 
ute to the decrease in bony skeletal mass. 

Prevention of osteoporosis is the primary goal of 
care, Preventive measures should begin during 
youth, Women are advised to maintain an adequate 
calcium intake, Young women should have at least 
1200 mg calcium per day, and postmenopausal 
Women should take 1500 mg per day. Vitamin D, 
400 to 00 units, should be taken to aid in calcium 
absorption. Calcium supplementation is most effi- 
cient when single doses do not exceed 500 mg and 
when it is taken with meals. Medications сап be 
used, such as caleitonin (nasal spray), with nasal ir- 
vitation as the major side effect, and alendronate 
(Fosamax), which is effective but has side effects 
such as esophageal irritation and gastric discomfort. 
To reduce the side effects of esophageal irritation, 
the drug must be taken on awakening, with a min- 
imum of 8 oz of water, followed by staying in an up- 
right position for 30 minutes. Although there is some 
evidence that estrogen replacement therapy in- 
creases bone density and reduces fractures, the risks 
involved with HRT must be welghed against the 
benefits. Low impact exercises are advised, Raloxi- 
fene (Evista), a selective estrogen receptor modifier 
(SERM) may be prescribed to prevent bone loss, 
Teriparatide (Forteo), an injectable parathyroid hor- 
mone is approved for menopausal women with high 
risk for fractures, for a 2-year period of therapy 
(NAMS, 2008). 

The woman's height should be measured at each an 
nual checkup because loss of height is often an early 
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FIGURE 20-1 With progression of osteccoross he vertatrat column 
Cotas аз а resul OF ова Of Сола mas, causing Сөз of height and 
back pain. Dwager's пут refers tothe curvature of the upper back 


sign of compressed vertebrae caused by decreasing 
bone mass (Figure 20-1). A dowager's hump (cervical 
Jordosis with dorsal kyphosis) occurs when the verte- 
brae сап no longer support the upper body in an up- 
right position. Treatment recommendations include 
educating the woman concerning healthy nutrition, 
calcium and vitamin D intake, regular exercise, and fall 
prevention. Follow-up concerning compliance and 
repeat bone density studies are recommended at 
1-2 years after start of treatment or 5 years after initial 
testing (Bonnick, 2010). Further information can be 
found at www.noforg. 


The breast undergoes regular cyclic changes in 
response to hormonal stimulation. Each monti, in 
rhythm with the ovulatory cycle of the ovaries and 
Uterus, the breasts become engorged with fluid and 
the woman may have sensations of tenderness, lump- 
iness, or discomfort. Mastodynia (pain in the breasts) is 
common and usually lasts for 3 or 4 days before the on- 
set of menses, In fibrocystic breast disease, a mobile, lo- 
calized cyst may form that can be diagnosed and 
treated by needle aspiration. A fibroadenoma isa mov- 
able, well-defined solid breast mass that is nontender. 
Surgical removal may be indicated. A nonpalpable sol- 
itary nodule discovered by mammogram may be an 
Intesductal papilloma, Excision is the treatment of 
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choice. These conditions are most often benign b 
quire follow-up and referral to a health care pro 


‘SCREENING TESTS FOR CANCER DETECTION 
PAPANICOLAOU TEST 


In most cases, changes occur in cells of the cervix È 
cervical cancer develops. The Papanicolaou (Pag 
(a screening device) is useful for detecting precanc 
and cancerous cells that may be shed by the c 
Regular Pap test screening detects early changes at 
ables carly treatment, thereby increasing survival 
for cervical cancer. The US. Food and Drug Admir 
tion (FDA)-approved PapNet testing is an advi 
method of computer technology that automat 
detects and displays abnormal cells on a high 
color monitor for interpretation and diagnosis. 
Health education concerning the need for re 
Pap tests as part of routine health care and emo 
support for women who have а positive Pap test 
are nursing responsibilities. Gardasil is the first r 
papillomavirus (HPV) vaccine approved by the 
It is almost 100% effective in preventing HPV 1 
11, 16, and 18 and associated precancerous lesie 
is indicated for women 9 to 26 years of аре ав ne 
part of routine immunization programs. Annua 
tests are recommended to start at age 21 and тер 
every 2 years between 21 and 29 years of age ule 
thology is seen. Women over 30 years of age with 
consecutive negative PAP tests can lengthen the 
val to every 3 years. Women with cervical « 
should be screened annually for 20 years after 
ment. Screening is not necessary for women whe 
had elective cesarean sections or women over i 
With 3 consecutive negative screenings (АСОС, 


VULVAR SELF-EXAMINATION 

During the pelvic examination, the nurse or healt 
provider can educate the woman about her vulvi 
examination of the vulva, like breast self-oxamir 
permits early detection of abnormalities, with ре 
early treatment and cure. The vulvar seli-examii 
should be performed monthly, especially for all 
ally active women. Vulvar self-examination is 
posed of visual inspection and palpation t 
female external genitalia, Any abnormalities 
charge, irritation, or growths observed) shot 
reported to the health care provider. А gooc 
and mirror are needed for the examination, 


BREAST SELF-EXAMINATION 

Women have been encouraged to perform a brea 
examination (BSE) every month. If the womi 
comes knowledgeable about her breasts by perfe 
a regular self-examination, she often i 
abnormality earlier or recognize tha 
normal and has not changed for years. The BSE + 
begin during adolescence. Some health care pro 
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feel mammography alone is sufficient because many 
BSEs result in false-positive interpretations (Chiarelli, 
Majpruz, Brown, et al, 2009) 

The nurse or health care provider should teach the 
woman how to perform a BSE during a routine 
physical examination. BSE should be performed 
approximately 1 week after each menstrual period, 


Brea 


Self-Examination 


when the breasts are usually not tender or swollen. Af- 
ter menopause, the BSE should be performed on the 
same day each month so that it becomes routine 
(Skill 20-1). A clinical breast examination by a health 
care provider should be performed every 1 to 3 years 
for women ages 40 years and younger and annually 
after age 40 years. 


m c Ce © O 


PURPOSE 
To learn how the breasts feel and detect any changes. 


Note: Perform breast self-examination (BSE) monthly, 
approximately 1 week after the menstrual period, 
when breasts are not tender or swollen from hormonal 
changes. This is an ideal time to feel breasts for 
consistency in breast tissue. Perform BSE the same day 
each month so it becomes routine (you will be less 
likely to forget to do it). 


Steps 
1. Lie down, 
2. Flatten your breast by placing a pillow under your 
shoulder on the side being examined. 
3. Put one hand behind your head. 


4. Use finger pads of your three middle fingers to feel. 
for lumps or thickening. 


M 


5. Press firmly enough to distinguish different breast 
textures. 


6. Move around the breast in a set way. (You can. 
choose the circle movement, the up-and-down 
line, or the wedge movement.) 


7. Use the same way each time to remember how the 
breast feels, 


8, Examine the other breast the same way. Compare 
what you feel in one breast with the other. 

9. Inspect your breasts while looking in the mirror. 
with your hands at your sides. Look for noticeable 
dimpling of skin, swelling, reddening, asymmetry, 
or changes in the nipple. 

10, You may want to palpate your breasts while taking 
a shower, when the skin is wet and lumps may 
бе easier to feel. Your soapy hands will glide over 
the wet skin, making it easy to check how your 
breast feels. 


11. Report any changes, such as lumps, dimpling, 
thickening of skin, or nipple discharge. 


MAMMOGRAPHY 
А mammogram is a soft-tissue radiographic image of 
the breast taken without the injection of a contrast me- 
dium. It can detect lesions in the breast before they can 
be felt and is an effective screening tool for breast can- 
cer. Currently, the American Cancer Society suggests 
that all women age 40 years and older have an annual 
mammogram. The National Cancer Institute recom- 
mende mammograms every 1 to 2 years for women 
ages 40 to 49 years and annually for all women ages 
50 years and older. The National Cancer Advisory 
Board also suggests that women at high risk for breast 
cancer should ask their physicians about beginning 
mammography before the age of 40 years. The digital 
mammography technique has reduced the occurrence 
Of false-positive readings (Buzek. 2010) 

One national goal for Healthy People 2010 related to 
women’s health was met in the year 2010; access 
to mammograms for women ages 50 years and 
older. Mammography is a useful tool, but it cannot re- 
place BSE and clinical examination; both are needed. 
Up to 10% of early-stage breast cancers are first 
detected by clinical examination, not by mammo- 
gram. Transillumination, thermography, and ultra- 
sound can aid in detecting cancerous lesions in 
dense breast tissue, 


BREAST CANCER 
RISK FACTORS 
Each year an estimated 1 in В women is diagnosed with 
breast cancer in the United States. Two inherited genes 
linked to breast cancer have been identified: BRCA-1, 
located on chromosome 17, and BRCA-2, located on 
chromosome 13. It is thought that as many ав 30% of 
ramen өл the diagnosis of cancer before 45 years 
of age may be carriers of the BRCA-I gene Other risk 
factors include age greater than 50 years, family history 
of premenopausal breast cancer, use of alcohol, smok- 
ing, high-fat diet, high caffeine intake, early menarche, 
late menopause, and nulligravid status, Studies con- 
cerning genetic links to breast and gynecologic cancer 
are ongoing. 
Although genetic testing for the risk of breast cancer 
маз intended to enhance informed decision making 
and influence self-care, often the early knowledge that 
а genetic mutation is present with a high risk for devel- 
‘oping breast cancer sometime during the Ше cycle may 
result only in increased anxiety and depression that 
may decrease quality of life. 

inflammatory breast cancer (IBC) is a rare type of 
cancer that is very aggressive and occurs in younger 
Women and many African American women. А rap- 
idly appearing red, inflamed breast tissue typically 
occurs rather than the traditional breast lump. Breast 
conservation therapy is not an option for this type of 
breast cancer at this time (Morris, 2010). 


Women's Heath issues. CHAPTER 20 ш 


Treatment and Nursing Care 
Surgical Procedures. When the woman is told that she 
has breast cancer, important decisions must be made 
regarding the type of surgery available or whether 
she has other options. Conservative breast surgery in 
early disease combined with radiation or adjuvant 
chemotherapy improves survival rates comparable to 
those for radical mastectomy (Box 20-2). Today, less 
emphasis is placed on radical procedures. Mastectomy 
rates from 1997 to 2003 decreased from 45% to31% but 
then increased to 43% in 2006, even though the out- 
comes were not shown to be better than lumpectomy 
ог radiation (Katipamula, Degnim, Hoskin, et al. 
2009; Morrow & Harris, 2009), The most common 
surgical procedures are: 

* Lumpectomy: Removal of a tumor from the 
breast. This is considered conservative treatment, 
and the excision is performed without major cos- 
metic deformity. Some axillary lymph nodes are 
often removed to rule out spread of the disease. 
Radiotherapy may or may not be prescribed. 

* Simple mastectomy: Removal of the entire 
breast, Axillary dissection is omitted, although 
some lymph nodes may be removed In rule out 
the spread of the disease, 

* Modified radical mastectomy: Removal of breast 
tissue, axillary nodes, and some chest muscles, 
The pectoralis major muscles are preserved, This 
procedure is recommended when a large primary 
lesion is found in a relatively small breast. 

* Radical mastectomy: Removal of the entire 
breast, including the axillary nodes and the pec- 
toral muscles. It is rarely performed today. 

The nurse should encourage the woman to verbalize 
her feelings and express her fears. The loss of а body 
part and fear of pain, disability, and death can be over- 
Whelming, Education concerning the diagnosis and 
treatment options is a nursing responsibility. 


‘Adjuvant Therapy. Adjuvant therapy is additional 
therapy after the surgical procedures, Some tumors 
are estrogen. receptor positive, meaning that their 
growth is stimulated by estrogen; therefore, estro- 
Ren-blocking drugs are administered, such as ta- 
moxifen, which blocks estrogen by binding with it 
The side effects of tamoxifen vary, but the most 


pecora! muscles, and аяйагу nodas; less commen. 
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* Encourage Ihe woman to attend Reach to Recovery. 
group discussions, x 


common are hot flashes, leg cramps, bladder prob- 
lems, nausea, and anorexia, Raloxifene is a similar 
drug, which may have fewer side effects. Initial 
treatment may interfere with nutrition due to nausea 
and vomiting or loss of appetite, but patients should 
be warned that antioxidant supplements may reduce 
the effectiveness of chemotherapy or radiation treat- 
ment. Megadoses of vitamins are not recommended. 
The American Cancer Association guidelines in- 
clude the use of plant sources of vitamins with lim- 
ited supplements, limiting high-fat foods and daily 
physical activity. Green tea is a natural antioxidant, 
soy contains isoflavones that can mimic estrogens 
and are a source of protein and fish-oil, omega-3 
fatty acids from 3 oz of fish twice a week are helpful 
suggestions (Blackwell & Burns, 2010). Statin drugs 
have been prescribed to reduce cholesterol and pre- 
vent heart attacks, but now some studies show that 
statin drugs may be useful in reducing the risk of 
cancer and increasing the response to chemotherapy 
(Elmore & Li, 2010). 

Discharge teaching and follow-up care are impor- 
tant (Box 20-3). Women who take aspirin 2-5 days 
pet week after breast surgery may reduce complica- 
tions (Holmes, Chen, Li, Hertzmark, Spiegelman, & 
Hankinson, 2010), Most women benefit from informa- 
tion about support groups, such as Reach to Recovery 
and Encore, Someone from Reach to Recovery who has 
had breast cancer surgery may visit the woman before 
she leaves the hospital, The visitor will explain the im- 
portance of rehabilitation, such as arm exercises, and 
encourage the patient to join а support group of 
women who have had breast cancer surgery: 


Endometriosis is the presence of endometrial tissue 
implanted predominantly in extrauterine sites (ovaries, 
fallopian tubes, cul-de-sac, uterine ligaments, and other 


areas in the juctive tract; Figure 20-2). Endome- 
trial cells contain glands and stroma, which respond 
to the cyclic hormonal stimulation in the same way 
that the uterine endometrium does. As the lesions 
build up and slough off during the menstrual cycles, 


FIGURE 20-2 Gommon stes of endomotcais 


they often cause pelvic pain, pressure, and inflamma- 
tion to the adjacent organs. This results in an inflam- 
matory response, causing adhesions to form. The 
exact cause of endometriosis is poorly understood, 
Proposed causative factors include retrograde men- 
strual flow that transplants endometrial tissue outside 
of the uterus, hereditary tendency, and possible immu- 
nologic defect. 

Management varies with the severity of the pain, 
extent of the disease, desire for children, patient age, 
and threat to the gastrointestinal or urinary tract 
NSAIDs provide pain reliet for some women, Contin- 
uous OC therapy for 6 to 12 months may suppress 
endometrial growth. Surgical intervention is often 
needed for severe symptoms. For women who want 
to retain their reproductive capacity, laser therapy or 
surgery with careful removal of all endometrial tissue 
is an option. 

Other interventions include teaching nonpharma- 
cologic measures to relieve pain, such as frequent rest 
periods, application of heat to the lower abdomen, 
moderate exercise, and a well-balanced diet. Suppres- 
sing endocrine production to limit lesion growth and 
‘medically induced menopause can be used to treat 
this condition, The nurse should advise the woman 
about potential side effects of GnRH agonists, which 
may cause hot flashes, vaginal dryness, mood swings, 
bone loss, and bleeding. Nafarelin acetate 
(Synarel [а GnRH agonist]) is used ах a nasal spray, 
or leuprolide acetate (Lupron depot, a time-release in- 
jection) may be given. Recent studies provide evidence 
that the use of aromatase inhibitors along with combi- 
nation oral contraceptives or progestin effectively 
treats pelvic pain that is resistant to other therapies 
in both premenopausal and postmenopausal women. 


Douching is placing a liquid into the vagina for cleanli- 
ness, odor control, or comfort. It is estimated that 32% of 
women douche regularly. There are no evidence-based 
benefits of douching, but the risks are great. Douching 


alters the vaginal flora predisposing the development. 
ol bacterial vaginosis, which con be a risk lo а normal 
pregnancy or cause pelvic inflammatory disease 
(PID). Douching may increase the risk for ectopic preg- 
nancy and susceptibility to HIV and STI pathogens, The 
risks of douching should be discussed with women, 
especially those considering pregnancy (Cottrell, 2010). 


PELVIC INFLAMMATORY DISEASE 


Pelvic inflammatory disease (PID) is an infection of the 
upper genital tract involving a tubal infection (salpin- 
itis). Although many organisms have been found to 
cause PID, Chlamydia trachomatis and Neisseria gonar- 
rhoeae are most common, and infectious organisms 
сап ascend from the vagina to the cervix and upper 
genital tract. Early onset of sexual activity and multiple 
sexual partners increase the risk for PID. PID may also 
place the woman at risk for infertility, ectopic pregnan- 
cles, pelvic abscess, and adhesions. 

Minimal criteria established for diagnosis and treat- 
ment include pelvic pain; adnexal tenderness; cervical 
motion tenderness, which often causes dyspareunia 
(painful intercourse); fever; and purulent vaginal dis- 
charge. Positive ultrasound and elevated erythrocyte 
sedimentation rate (ESR) further confirm diagnosis. 
The use of a home test for vaginal pH can determine 
the need for early intervention for vaginitis, A decrease 
їп vaginal acidity allows pathogens to invade and can 
result in PID (Wysocki, 2010). 

Women with serious infection may require hospital 
care and intravenous therapy with cefotetan or do. 
eycline hyclate (Vibramycin), Outpatient treatment 
with levofloxacin and metronidazole for 14 days has 
had high success rates. The sexual partner should also 
be seen by a health care provider and treated as indi- 
cated, Follow-up care is important. Health education 
concerning safer sexual practices and prevention of 
repeated PID is imperative, 


Violence against women is a widespread problem, It is 
known bya variety of names, such as domestic violence, 
intimate partner violence, spouse abuse, wife battering, 
and marital rape. Battering is the single most common 
source of injury to women. Each year, 3 million to 4 mil- 
lion women in the United States are battered by men 
with whom they live. Battering is often associated with 
rape. Violence may start or become worse during preg- 
nancy, and the abdomen ís often the target for battery. 
Violence comes in many forms. Because physical 
assault is the easiest to measure, it is the type of abuse 
most discussed. However, emotional abuse, character- 
ized by intimidation and assault on self-esteem, is 
receiving more attention than in the past. Abuse may 
be physical, emotional, sexual, social, ог financial 
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and involves one individual exercising power and 
control over another in the relationship. 

Often the abuser does not perceive his violent be- 
havior as a problem and denies responsibility for the 
violence by blaming the woman. Although many abu- 
sive men have alcohol ог other substance abuse prob- 
lems, many also batter women when they are sober. It 
is important to remember that violence against women 
is deliberate, can be severe, and generally is repeated. 
Often the abusive episode is followed by apologies and 
а kind, loving "honeymoon" period. However. the 
cycle typically repeats. 

Assessment, such as observing bruises and injuries, 
is an important nursing intervention. These women 
may wait for someone to ask them about their injuries 
because they are too ashamed to volunteer the infor- 
mation (Nursing Care Plan 20-1). The nurse can help. 
gather sufficient information in а nonthreatening, 
nonjudgmental way. Lack of safety, isolation, poor 
self-esteem, and lack of a support network can cause 
the woman tobe afraid to leave the abusive relationship. 
Counseling and referral to available community 
resources are essential, The National Domestic Violence 
‘Hotline (800-787-7233) provides crisis intervention. 


RAPE TRAUMA SYNDROME 


Rape is not a sexual experience for a woman, and, in 
many cases, the male perpetrator does not have a sexual 
basis for the violent act. The nurse should understand 
the response of the female rape victim so that he or 
she can provide caring and comprehensive support, 
The victim's immediate response is fear of death or 
mutilation. After the attack, the woman may appear 
calm but is focused inward, often not hearing or com- 
plying with requests of medical personnel. Anxiety 
and irritability are primary behavioral responses, which 
gradually change to shock, disbelief, fear, guilt, and 
shame. The long-term response can include а change 
in lifestyle, distrust of men, and development of phobias 
and fears that interfere with activities of daily living, 
Posttraumatic stress disorder may be a long-term com- 
plication of the experience, and ay te referrals (or 
psychological help must be initiated as early as possible. 
Although specific medical examinations and tests ате 
required, the nurse's primary role is to help the woman 
regain a feeling of control in the examination setting. 
Some choices should be made available to the woman. 
Informed consent is required for examination and col- 
lection of evidence. Often, tetanus and antibiotic pro- 
phylaxis for sexually transmitted infections may be 
prescribed. Human immunodeficiency virus (HIV) test- 
ing and counseling are provided, and postcoital contra- 
ception is offered when appropriate. Psychological 
referral is highly recommended. The nurse should con- 
tact social services to ensure that the woman has trans- 
portation to a safe location with friends or relatives and 
has written appointments for follow-up care and testing. 
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‘Scenario 


А 28-year-old woman has a history of not keeping appointments and providing evasive reasons for the cause of her injuries- 
‘Complete physical examination reveals bruises and old injuries to face, chest, and abdomen. The woman verbalizes that her 
‘husband frequently tells her she is not worthwhile, "especially when he drinks," and he physically abuses her. The woman's 


chief symptom is low self-esteem 


Selected Nursing Diagnosis 
Situational Jote self-esteem related to spousal emotional abuse 


Expected Outcomes Nursing Interventions 


Rationales 


Patient will improve her 


self-esteem. nonjudgmental way 


Ask the woman to express her feelings and 


concerns. 


Encourage woman to discuss her bruises and 


old injuries 


Selected Nursing Diagnosis. 
Ineective coping related ко ТА 


Nursing Interventions 


Expected Outcomes 


Gather information in à nunthreatening and. 


The woman is dependent on her spouse. 
She (like many women) places blame for 


abuse on herself 
Verbulization helps clarify the problem. 


Rationales 


‘Patient will increase her 
‘self-determination. to questions. 


Provide reassurance, 


Acknowledge her state of confusion in response 


The woman can be assisted in recognizing 
hor self-worth and in developing 
assertiveness. 


Identify supportive counseling for the woman. 


Solected Nursing Diagnosis 
Deficient knowledge related to lack of information of a 


Expected Outcomes Nursing Interventions. 


bie community resources 


Rationales 


Patient will discuss 
resources available 
to her. 


woman, 


safe houses, 


Explain the reason for developing an exit plan 


to protect her from danger. 
Provi 
groups. 


Critical Thinking Question 


Identify support services available to the 


Name available community resources such as 


namos and phone numbers oí support 


She may think she has no options and 
раса карой онаа. 
She is unaware of community resources, 


Anexit plan isa way to escapeif threatened. 
It requires advance preparation. 

Support groups assist the woman in coping 
‘without her spouse. 


1. A patient has been admitted to the unit with a diagnosis of rape trauma syndrome, She is irritable and refuses to complete 
activities of daily living, What is the best response you can provide the patient? 


HEPATITIS 


Hepatitis is an inflammation of the liver caused by а 
virus. There are five identified strains of virus causing 
hepatitis, termed A, В, C, D, and E. Immunizations are 
available for hepatitis A and В, Hepatitis B may be 
transmitted by sexual activity, intravenous drug use, 
ог intimate contact with blood and body fluids. In 
health care workers, exposure may be caused by 
infected blood from an accidental needle puncture. 
Vaccination against hepatitis B is advised for all health 
care workers. Hepatitis A is transmitted by contami- 
nated food and water or the fecal-oral route. Hepatitis 
B, C, and D are chronic infections. Hepatitis E occurs 
most often in the Middle East and Asia and is a self- 
limiting condition. 


SEXUALLY TRANSMITTED INFECTIONS. 


Previously termed sexually transmitted diseases (STDs), 
sexually transmitted infections (STIs) are specific infec- 
tions that are transmitted primarily during sexual con- 
tact. The infection is spread by contact with bodily 
fluids from the mouth, genitalia, rectum, and blood. 
STIs during pregnancy can cause spontaneous abor- 
tion, preterm birth, intrauterine growth restriction, 
neonatal death, congenital infection, and postpartum 
uterine infection (Table 20-2). 
Community education, free clinics, disease detection, 
partner tracing, and improved treatment are goals to re- 
duce the incidence and effects of STIs (Box 20-4 on p. 404). 
Health care providers must take necessary precautions 
in caring for individuals with STIs. Rapid diagnosis of 


(Text continued on p, 408) 
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times. 
* ee e- 
regular assessment of one's body, including genital 


* Mention that the Amencan Social Health Association. 


manySTIsis possiblein thephysician'soffice, avoiding the 
need fora waiting period and return visit. Poin! ofcare tests, 
which provide rapid test results, are available for herpes. 
simplex virus 2, chlamydia, and gonorrhea, HIV point 
of care testing is currently used in many delivery rooms 
for patients who are seen without prenatal care. Polnt 
of care HIV testing should be followed by serum testing, 
for secondary confirmation of the rapid test results. 


HUMAN PAPILLOMAVIRUS (HPV) 


Ап estimated 11,000 women in the United States were 
diagnosed with cervical cancer in 2008, and 97% of the 
cancer specimens showed strains of HPV 16 or 18 and 


HPV DNA (Klisz & Kaplan, 2009). HPV can algo 
manifest as genital warts caused by HPV strains В 
and 11. The treatment for HPV infection does not 
necessarily eradicate the virus, and recurrence is 
common, The goal is to prevent HPV with early vac 
cination and safe sex education. There are currently 
two HPV vaccines available and recommended for 
girls ages 10 to 25: 

1, Gardasil—protects against strains 6, 11, 16, and 18: 

2. Cervarix—protects against strains 16 and 18. 

Gardasil is also recommended for boys and men to 
prevent genital warts caused by strains 6 and 11 and as 
а means to prevent cervical cancer in women (Klisz & 
Kaplan, 2009). 

HPV vaccine should be stored in the refrigerator but 
not frozen, 


PREVENTION OF SEXUALLY TRANSMITTED 
INFECTIONS 


Developmentally appropriate education, screening, and 
immunizations аге strategies for preventing STIs. А mu- 
tually monogamous relationship with an uninfected 
partner is best to prevent STIs. With many individuals, 
this aption is not feasible; therefore, they must be aware 
of how STI transmission takes place. The identification 
of high-risk behavior, nonjudgmental counseling, diag- 
nosis, treatment, immunization when indicated, and ed- 
tucation should be part of every physical checkup, 

Sater sex practices, reduction in partners, and avoid- 
ance of the exchange of blood and body fluids are all 
essential components of primary education of SIT 
prevention, Also, critically important is the use of 
condoms during sexual encounters, Community pro- 
grams that provide information concerning STIs, their 
effects, and prevention must start in the public schools 
and be supported in the home (Table 20-3). 


F C 
Shad be screened or tested offen. 

Е REPRE HIV/AIDS. Recognize those who share intravenous nesdies; who engage in ала! sex, 
Orgi-genitàl sex, or vaginal Intercourse without а condor; who have sex 
ми Someone who has or who themselves have muliole partners. 
Recognize that individuals with STIS (@.g., chlamydia, gonorea. or HIV 
Infection) may or may not have symptoms 
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* TSS is a serious disorder caused by toxins released Буа 
strain of S. aureus or group A streptococci. Кіз associated 
with the use of tampons and some barrier methods of 
contraception. Occluding the cervical os for a prolonged 
period may allow organisms to reproduce in the vagina and 
‘then enter tho bloodstream. 

* PMS, also called ovarian cycle syndrome, involves physical 
‘and behavioral symptoms that occur during the luteal 
phase of the menstrual cycle. 

* Dysmenorrhea refers to painful menstrual cramps. Oral 
‘contraceptives and prostaglandin inhibitors may provide 
relief. NSAIDs may lessen discomfort. 

* Menopause is the cessation of menses and a time of 
Iransition for the woman as a result of lowered estrogen 
level. 

* Osteoporosis results from the loss of bone mass with bones. 
becoming porous, fragila, and susceptible to fracture, 

* Disorders of the breasts may be benign, such as fibrocyetic 
breast changes. 

* Gardasil, an FDA-approved HPV vaccine, should be part of 
the regular immunization regimen of young giris. It is also 
recommended for boys. 

* Each yoar 1 in 8 women in the United States develops 
breast cancer. Risk factors other than the genes identified 
include premenopausal breast dysplasia, first-degree 
relatives (mother or sister) with cancer, and early menarche 
with late menopause. Lifestyle factors such as smoking, 
high-fat diet, and consumption of alcohol are also 
‘suspected risks, 

* Management of breast cancer includes surgical removal of 
the tumor and varying amounts of surrounding tissue and 
lymph glands. Adjuvant therapies include radiation, 
chemotherapy, and hormonal therapy. 

+ Endometriosis is a condition in which endometrial tissue is 
present outside of the uterine cavity, Symptoms Include 
‘dysmenorrhea, deep seated aching pain, dyspareunia, and 
Infertility. 

* PID isa condition hat results rom an infection ascending into 
the fallopian tubes and sometimes the peritoneal cavity. can 
бе а contributing cause of ectopic pregnancy and infertilty. 

* Violence against women is widespread and 
underreported, It is known by different names, such as 
battering or intimate partner violence. The violence may 
start or become worse during pregnancy, It may involve. 
Physical, sexual, emotional, social, ог financial abuse and 
involves power and control over the woman. 

* STIS are transmitted during sexual contact and with 
‘exposure to bodily fiuids, including blood, 

* Rapid diagnosis of some STIs is available in the health 
care provider's office 
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Review Questions for the NCLEX 


1, A woman has been prescribed calcitonin nasal spray to 
prevent osteoporosis. When explaining potential side 
effects, the nurse states that the major side effect with изе 
of calcitonin nasal spray is: 

1. Esophageal imitation 
2. Gastric discomfort 
3. Nasal imitation 

4. Headaches 


2, Risk factors for the development of breast cancer include: 
(Select ай that apply.) 
1. Multigravid status 
2. Age greater than 50 years 
3. Use of alcohol 
4. High-fat diet 


3. A patient has returned to the nursing care unit following a 
surgical procedure that involved removal of the entire right 
breast, Including axilary nodes and the pectoral muscles. 
The nurse is aware that this surgical procedure is known 
asa: 

1, Lumpectomy 

2. Simple mastectomy 

3. Modified radical mastectomy 
4. Radical mastectomy 


Ехатіп; 
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4. Itis suspected that a woman has pelvic inflammatory 
disease (PID). A diagnostic test that would confirm this. 


4 Erythrocyte sedimentation rate (ESR) 


5. Toxic shock syndrome (TSS) is a multisystem infection 
results from the response of the body to toxins 


6, What should be included in patient education concerning 
а breast self-examination (BSE)? (Select ail that apply.) 
1. Perform a BSE once every 2 months. 
2. ABSE should be performed 1 week after the menstrual 


period. 

3, Conse BSE after menopause. 

A A chica breast erampatori should Бе performed 
every 1 to З years for women age 40 and 
younger, 


7. According to the American Psychiatric Association, 
premenstrual dysphoric disorder (PMDD) is a more seve 
type of PMS that involves which symptom(s)? (Select a 
that 


apply.) 
1, Irritability 
2 
3, Mood swings 
4. Appetite changes 
1. A mother objects to her 10-year-old daughter getting ar 
HPV vaccine, The mother states her daughter is too youn 


Хо be worried about sexual activity and does not need th 
vaccino until she is older. What is the best response yo 
сап provide? 


Objectives 


1. Define key terms Isted. 

2. Define both complementary and alternative therapies. 

3. Review the federal govemment's involvement in 
altemativo therapies. 

4. Discuss the history of complementary and alternative 
therapies in nursing. 


Key Terms. а 
acupressure (А K-0-PRESH-0r, р. 409) 
allopathic care (ai-5-PATH-tk, p. 407) 
alternative therapy (p. 407) 
aromatherapy (р 410) 

blofeodback (p. 411) 

complementary therapy (p. 407) 
elfleurage (@t-loo-RAHZH, р, 414) 
holistic health care (holt, p. 407) 
homeopathy h g- Op. a. H p 414) 


8. List and discuss four complementary and alternative 
fnerapies used to relax women in labor. 

8. List and discuss three complementary and alternative 
therapies used to lessen pain during labor, 

7. State three herbal products that should be avoided 
during pregnancy. 


hydrotherapy n d ES. . pn. p. 413) 

hypnosis (р. 411) 

Imagery (p. 413) 

Integrative health care fh. g. C. u. p. 407) 

natural alternative care (ЧАС) (p. 407) 

reflexology (ré-Hidk-SOL-6-/@, p. 418) 

transcutaneous electrical nerve stimulation 
(TENS) (trãns-x0-TA-në«ûs, р. 412) 


TERMINOLOGY 


Traditional Western health care, also known as 
allopathic care, follows a disease-oriented model that 
uses technology and bioscience, such as drugs, to treat 
illness and achieve wellness. The focus is on treatment 
and cure that are based on evidence provided by 
research, 

‘Complementary therapy refers to therapy that is used 
along with conventional treatments. For example, 
in treatment of hypertension with medication plus re- 
laxation or biofeedback measures, biofeedback assists 
‘or complements the medication so that it minimizes 
the drug's side effects while maximizing treatment 
effects. Alternative therapy is an unorthodox or uncon- 
ventional form of therapy. It includes therapies that gen- 
erally replace or substitute for a traditional or orthodox 
treatment. Many of the therapies considered comple- 
mentary and alternative medicine (CAM) in the United 
States may be traditional therapies in other cultures 
and have been practiced in other countries for years. 

Integrative health care is a blend of the best of both 
allopathic and CAM therapies, It combines allopathic 
ог traditional Western medical practice with comple- 
mentary and alternative therapies. Integrative health 
are focuses on the least invasive, least toxic, least 


costly methods of patient care, based on an understand- 
ing of the individual's physical, emotional, psychologi- 
cal, and spiritual aspects (Rakel, 2007). Integrative 
health care uses scientific research findings as a basis 
for care but requires the patient's active participation 
in designing a comprehensive care plan. 

Holistic health care implies a wholeness, or compre- 
hensive care involving physical, mental, and spiritual 
aspects of care in a healthy environment. Through the 
years, as technology, managed care systems, and 
health insurance organizations tended to depersonal- 
ize health care, consumers have turned toward selí- 
care and have assumed responsibility for their own 
health. Health promotion and disease prevention, 
rather than treatment and cure of disease, became 
the focus of health care. Changes in lifestyle behaviors, 
nutrition habits, and the use of mental and spiritual 
healing powers of the body are important aspects of 
holistic health care. 

Natural alternative care (NAC) refers to practices, 
including self-care, that may be helpful in providing 
comfort and healing but are not rooted in evidence- 
based research. Some NAC practices have not been 
previously considered as health care practices, NAC 
care may include bibliotherapy (reading self-help 
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books), journaling (writing private thoughts and reac- 
tions), expressions in art, prayer, or affirmations of 
positive thought. NAC practices are often combined 
with other CAM therapies and referred to as NACAM. 

Stress management is an important aspect of well- 
ness, and assisting а patient in coping with or managing. 
stress requires cultural competence, an understanding, 
of and respect for the cultural practices and traditions 
that influence the patient's responses. 


THE CHANGING HEALTH CARE ENVIRONMENT 


Mainstream (traditional) medicine follows a disease- 
oriented model with technology playing an important 
role in the care, whereas CAM emphasizes prevention, 
principles of healthy lifestyles, and mental and spiri- 
tual healing powers in the body's system. Consumers 
are becoming increasingly educated and are actively 
moving toward a holistic or integrative approach 
to health care, The roles of the physician and hospital 
are shifting from treating people to helping people 
treat themselves. The result is a rise im consumer- 
driven, patient-focused care. The growth of the well- 
ness movement indicates the beginning of a change 
in health care in the Western model of medicine. Many 
of the CAM therapies are based on the accepted 
theories of (1) gate control theory of reduced pain 
and (2) that natural endorphins control pain and can 
be stimulated by drugs or alternative means (Box 21-1; 
see also Chapter 8). 


HISTORIC CONTEXT 


Inancient China, a system of medical care was devel- 
oped as part of philosophic teaching, The normal 
activities of the human body affected the balance of 
yin and yang, two opposing but complementary 
principles. A similar but distinct system, Ayurveda, 
was developed in India centuries ago. Imbalance 
was the major explanation of disease, Changes to 
the lifestyle to restore balance included herbs, exer- 
cise, and yoga, The Greek physician Galen's ideas 
influenced what would eventually become the begin- 
ning of modern medicine. During the Newtonian era 
of the eighteenth century, emphasis was placed on 


concerning pain management. 

* Teach pain control techniques to fne patient and family- 
* Document the responses af the patient and farny to 
antervertione and teaching. 


objective observations. By the mid-1800s, medicine 
in the United States was a mixture of many different 
contributions of philosophies from various countries, 
Then a great change occurred in medicine with the 
advent of vaccines and antibiotics. 

Traditional Chinese medicine is the basis for many 
alternative therapies. Popular traditional Chinese 
medicine practices include: 

* Qigong: a self-discipline using breathing, medi- 

tation, and self-massage practiced daily. 

* Tai chi: a type of martial art based on physical 
fitness and also used to improve health (Fontaine, 
2005). 

* Moxibustion: the burning of an herb, called moxa, 
which is then applied to an acupoint, where the 
heat regulates the flow of chi (energy). 


Asa result of the increased interest in CAM, the Office 
of Alternative Medicine of the National Institutes of 
‘Health (NIH) was created in 1992 to evaluate the mo- 
dalities being used, Since 1998, this office has grown 
significantly. It was given increased status when it 
was renamed the National Center for Complementary 
and Alternative Medicine (NCCAM). The mandate 
of this federally funded agency is to investigate ond 
evaluate alternative therapies and their effectiveness, 
NCCAM serves as a public clearinghouse and a research 
training program. There are 11 institution-affiliated cen- 
ters of research on alternative medicine throughout the 
United States, 

Botanical (made from living plants) medicines are 
regulated in the United States as dietary supplements, 
The Dietary Supplement Health and Education Act 
(DSHEA) of 1994 clarified marketing regulations lor 
herbal medicines and reclassified them as dietary sup- 
plements, distinct from food or drugs. Under DSHEA, 
dietary supplements that include plant extracts, en- 
zymes, vitamins, minerals, and hormonal products 
are available to consumers without prescription, The 
physiologic effects of the product can be noted, but 
по claims about prevention or cure of specific condi- 
Hons can be made. Products must display the follows 
ing disclaimer: "This product has not been evaluated. 
by the Food and Drug Administration." The Scientific 
Review of Alternative Medicine journal is an example 
of a publication dedicated to evaluating CAM therapy 
based on reviews of medical research studies, 


NURSING ACCEPTANCE OF COMPLEMENTARY AND 
ALTERNATIVE THERAPY MODALITIES 


In the United States, nursing has been promoting self- 
care for many years through Orem s self-care frame- 
work (Orem, 2001) and through Watson's theory of 
human caring, assessing, and intervening on behalf 
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of the whole person (Watson, 1996), The holistic ap- 
proach has been a basic part of nursing since the work 
of Florence Nightingale. Modalities for self-care, such 
as the use of relaxation and imagery, have increas- 
ingly been brought into nursing settings. Touch and 
massage have been therapeutic modalities of nursing 
care since the inception of modern nursing. Profes- 
sional nursing associations, such as the American 
Holistic Nurses Association, have formed to educate 
nurses concerning self-care activities and treatment 
of the whole person, 

Many CAM therapies are based upon accepted the- 
ries such as the gate control theory of pain relief (see 
Chapter 8). Nurses use complementary therapies such 
as imagery, journaling, therapeutic touch, humor, and 
support groups, In the obstetric unit, guided imagery, 
prayer, music, massage, storytelling, and aromather- 
apy are often used by nurses to help women cope 
with their labor experience. Health consumers expect 
to be active participants in their own health care, and 
many use some sort of CAM therapy, Some foods. 
vitamin and mineral supplements, and herbal therapy 
are all common forms of CAM therapy practiced in 
many homes. 

"The increasing demand by the consumer for САМ 
therapies makes it imperative that nurses acquaint 
themselves with types of therapies used by patients 
at home, In doing so, the nurse can collaborate with 
the patient, family, community, and multidisciplinary 
health care team to provide holistic care, These prac- 
tices enhance rather than inhibit or conflict with nurs- 
ing саге, Many patients from different cultures who 
have been using home remedies or folk medicine, 
conventional medicine, or traditional medicine are 
involved in alternative care. The 2003 social policy 
statement of the American Nurses Association states, 
"Nursing helps to serve society's interests in the area 
of health. The nursing profession hus made and 
continues to make a substantial contribution toward 
evolution of a health-oriented system of care.” 

‘The nurse's role is not to advocate or discourage the 
use of any CAM therapy but to recognize and respect 
its use їп patients and to use critical thinking skills to 
determine interactions with traditional therapy, with 
the patient as a partner, 


‘SELECTED COMPLEMENTARY AND 

ALTERNATIVE THERAPIES 

ACUPRESSURE 

Definition 

Acupressure is a traditional Chinese therapy that 
has been used for centuries, It is administered by а 
variety ol practitioners, some of whom combine 
acupressure with other forms of Asian medicine, 
such as herbology. 


According to traditional Chinese medicine, the 
body's healing energy flows along an invisible system 
of energy channels, called meridians. Twelve to 14 
meridians connect vital organs throughout the body. 
Chinese practitioners have located hundreds of sensi- 
tive acupoints along these meridians. They believe 
that a blockage in the flow of one point on a meridian 
can cause disease and discomfort in the organ or 
tissue, Western medical science has since shown 
that nerve trigger points coincide with these same 
acupressure points, 


How the Therapy Is Performed 

Acupressure uses finger, palm, or knuckle pressure at 
points located along meridians. The Chinese variation 
involves a massage-like kneading motion. It may 
be performed on a floor mat or massage table, and 
the person receiving the treatment usually wears com- 
fortable, loose clothing. Practitioners may administer 
pressure to various points. Wristbands that apply acu- 
pressure to decrease nausea and vomiting during 
travel and during pregnancy have had positive clinical 
trials and are widely advertised, 


What the Therapy Hopes to Accomplish 
Acupressure, as а massage, can be relaxing. It may 
‘work by triggering the body to release natural pain- 
Killing compounds such as endorphins. It can be 
regarded аз а way of toning the body and promoting 
general health and well-being. Some studies (Quinlan 
& Hill, 2003; Cunningham, Simpson, & Brown, 2006) 
showed a decrease in nausea and vomiting during preg- 
папсу with acupressure. 


Contraindications 

The massage is administered in a slow and steady 
manner, although it сап involve forceful pressure, 
Thus, it may not be а choice for a person with brittle 
bones (osteoporosis) or a history of spinal or other 
orthopedic injury or those who bruise easily, Acupres- 
sure is recommended to ease discomforts of pregnancy 
and childbirth, However, any pressure near or on the 
abdominal area should be avoided. Pressure should 
also be avoided on the legs and feet if the patient has 
circulation problems vr varicose veins. 


Possible Side Effects 

Alter an acu treatment, some individuals report 
feeling lightheaded or slightly groggy for a short time. 
This feeling may be caused by a build-up of endorphins 


ACUPUNCTURE 

Definition 

Acupuncture is the insertion of slender needles into 
specific points of the body. Tt is based on the principle 
that the body has complex meridians that are path- 
ways to specific organs. Acupuncture points are the 
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areas of the body in which these meridians surface. 
Stimulation of these points is thought to influence 
positivesnegative energy (chi) that regulates body 
function. Acupuncture is a popular pain relief strategy 
practiced in the United States today. 


How the Therapy Is Performed 

‘The “puncture” refers to insertion of tiny needles at 
specific points on the surface of the body, The insertion 
of the disposable needles has been described as feeling. 
like а mosquito bite. The needles may be stimulated by 
twirling them or connecting them to a mild electrical 
current, which can cause а mild tingling sensation, 
"The needles are left in place up to 20 to 30 minutes. 


What the Therapy Hopes to Accomplish 

Both acupressure and acupuncture use meridians, and 
some acupoints have been shown to coincide with 
nerve trigger points (dermatomes). The basis for the ef- 
fectiveness of acupressure is the gate control theory 
(see Chapter В), Acupuncture may trigger the release 
of natural pain-killing substances within the body, 
called endorphins, thus blunting the perception of pain. 
Jt may also alter the body's output of neurotransmít- 
ters, such as serotonin and norepinephrine. According, 
to the NCCAM (2006), well-performed scientific stud- 
Jes have provided evidence of acupuncture reducing 
nausea and vomiting associated with pregnancy. 
It is also useful for low back pain, menstrual cramps, 
and headaches. 


Contraindications. 
People at risk of easy bruising or bleeding and those 
taking a blood-thinning medication should avoid 
acupuncture. Pregnant women should avoid needle 
insertion on or near the abdomen 


Possible Side Effects 

Careless application or improperly sterilized needles 
сап cause serious complications if a blood vessel is punc- 
tured or injury to organs or nerves occurs. Therefore, 
acupuncture should be performed by a skilled and rep- 
utable practitioner. As with acupressure, individuals 
may feel lightheaded for a short time after treatment, 
This is usually attributed to the release of endorphins. 


AROMATHERAPY 
Definition 

‘Aromatherapy is the use of plant oils to promote well- 
ness. It can improve one's quality of life, whether or not 
it has other benefits, Improvement is derived from an 
‘emotional response to pleasing scents rather than any 
physiologic effects. It may enhance relaxation and 
reduce stress; for some people, it has helped lessen 
insomnia, Aromatherapy is recognized by the NIH as 
à complementary and alternative therapy (Krebs, 2006). 


How the Therapy Is Performed 

The therapy relies on the use of concentrated essentia] 
oils extracted from various trees and plants. Many oils 
are used as a form of home remedy. The use of herbal 
teas and vapors is reported to have good effects on 
labor and pregnancy for some women. A few drops 
of lavender oil (diluted in a bathtub of warm water) 
are sometimes used to promote relaxation (Lowdermilk 
& Perry, 2007). Inhalation may improve respiratory 
conditions. Massage and rubbing aromatic oil into 
{һе skin may be calming or stimulating and may re- 
lieve muscle soreness. Some people have been able 
to reduce their intake of antiinflammatory drugs with 
aromatherapy. Essential oils are mixed with a carrier 
oil, such as vegetable or safflower, to reduce skin 
irritation (Krebs, 2006). 


What the Therapy Hopes to Accomplish 

Fragrant oils have been used for thousands of years to 
lubricate the skin. For some women, scented candies 
and potpourri have a relaxing effect, Practitioners sug- 
gest that the inhaled vapors will have a medicinal and 
relaxing effect on the Боду. 


Contraindications 

Essential oils are very concentrated and extremely 
potent, and many can be toxic, во they should never 
be ingested. Some of the well-known oils are contra- 
indicated, such as cedar wood and juni in preg 
nancy (Table 21-1). Also, pregnant women appear 
to have a particularly sensitive sense of smell; thero- 
fore, aromatherapy mixtures, if used, should be well 
diluted. 
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Possible Side Effects 

Some essential vils are contraindicated because of a 
possible increased risk of abortion, gestational hyper- 
tension, or hemorrhage; therefore, oils should be admin- 
istered by trained aromatherapists in collaboration with 
the obstetrician, 


Definition 

Biofeedback is à technique that allows individuals 
to gain control over physiologic reactions that are 
ordinarily unconscious. Malfunctions in these auto- 
nomic responses contribute to several medical pro- 
blems, Biofeedback has the ability to help bring 
counterproductive reactions back into line, provid- 
ing significant relief. 

Biofeedback requires intensive focused concen- 
tration as one learns to control normally involuntary 
(autonomic) functions such as heart rate, blood pres- 
sure, skin temperature. muscle tension, breathing, 
brain waves, and digestion, 

When modern instrumentation made it possible 
to identify subtle changes in unconscious physical 
reactions, Western medicine tumed its attention 
to the mind-body connection, Individuals can be 
educated to recognize their own body responses, 
learn how to relax, and, through biofeedback, gain 
control over ordinary physiologic reactions, 


How the Therapy Is Performed 

Biofeedback therapy involves the application of non- 
invasive sensors to various points оп the body. The 
location depends on the problem that needs attention. 
For example, to treat heart problems, the sensors are 
attached to monitor the heartbeat; to treat muscle 
tension, the sensors are placed on the skin (electro- 
myelogram). Some biofeedback machines signal 
changes on à computer display. The therapist teaches. 
the individual mental and physical exercises that 
can address the function causing the problem. Once 
the individual has learned the pattern of actions, 
he or she can assert control without the aid of the 
feedback device. 


What the Therapy Hopes to Accomplish 
Biofeedback seeks control over specific, measurable 
physiologic reactions that have gone astray by aggra- 
vated muscular tension or tightening. Through dísci- 
plined mental effort, biofeedback can reduce tension 
and anxiety and combat insomnia and fatigue. It has 
proved useful for any disorder caused or aggravated 
by involuntary muscular tension or tightening. Bio- 
feedback is a relaxation technique that can be used 
for labor. A woman must be educated to become aware 
of her body and its responses and to relax for biafeed- 
back to be effective. 


Contraindications 

Ifa pregnant woman has an implanted medical device, 
the biofeedback technique that requires an electrical 
device should not be used to gain control aver physi- 
ologic reactions. 


Possible Side Effects. 
Like other mind-body forms of therapy, biofeedback is 
notably free of side effects, Although biofeedback is 
harmless, it is not a substitute for medical care |f a 
person has a serious medical problem (e.g., diabetes, 
heart disease, or hypertension). 


Definition 

Mypnosi is the induction of an altered state of 
consciousness, somewhat like daydreaming, The brain 
appears to "switch off” for a time, Hypnosis seems to 
provide a link with the subconscious mind, including 
its ability to enhance the power of suggestion. Hypno- 
sis has been found to be effective for a variety of prob- 
lems that hinge on emotions, habits, and the body's 
involuntary responses. However, It does not work 
for everyone. Suggestions refer lo the presentation of 
an idea to à апа the person accepts the idea 
(suggestibility), which is influenced by motivation 
and expectation, The hypnotic state can be self-induced 
and can be implemented with regular practice. It may 
take 15 minutes a day to reproduce the feeling and con- 
contrate on the images learned in the sessions with 
the therapist, 


How the Therapy Is Performed 

Individuals are usually asked to focus on a point and 
let their breathing become slow and regular. As the 
eyelids become heavy, the person is asked to close 
them and relax, As the individual feels deeply relaxed, 
the conscious mind will no longer control every 
thought and emotion as it does when awake. While 
the person is in a trancelike state (such as a daydream 
or focused attention), the facilitator (trained therapist) 
may make suggestions. The facilitator may tell the per- 
son how to make an unwanted symptom or habit dis- 
appear. A patient may be given a direct suggestion 
about pain relief, and, on receiving the post-hypnotic 
suggestion. she may, for example, increase her confi- 
dence to accept diminished sensation. Once the 
‘woman has been taught how to move into the self-hyp- 
notie state, she can put her sell-hypnosis suggestion on 
{аре and respond to her own voice giving commands. 


What the Therapy Hopes to Accomplish 

Although there seems to be little doubt that hypnosis 
provides lasting benefits for many of those who try 
it, no one is quite certain why it works. Some scientists 
speculate that it prompts the brain to release natural 
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mood-altering substances, enkephalins and endor- 
phins, that can change the way we perceive pain and. 
other physical symptoms. Many believe that hypno- 
therapy acts through the subconscious (the part of 
the mind responsible for involuntary reactions that 
normally are beyond our control), thereby placing 
reactions under one's control. 

One of hypnotherapy's greatest benefits may be 
its ability to reduce the effects of stress. Psychologists 
believe that the mind has a direct impact on phys- 
cal well-being. Hypnosis can allay stress by putting 
individuals into a relaxed state, offering positive 
suggestions, and eliminating negative thoughts. As 
tension in the muscles and blood vessels recedes, 
the circulation improves and the person’s entire 
body feels healthier. Hypnosis is associated with 
shorter labors and less need for analgesic medica- 
tion. Hypnosis techniques used for labor and birth 
place an emphasis on relaxation. Some women are 
more susceptible to hypnosis, but it is not effective 
for everyone. 


Contraindications and Possible Side Effects 
Hypnosis is considered safe for everyone, although 
persons with a history of psychosis need careful eval- 
uation. When offered by an appropriately qualified 
professional. hypnosis is considered safe under most 
conditions. Many people fear losing control to the 
therapist; however, the hypnotist is never in control, 
A hypnotic suggestion works only if the recipient 
accepts it, The therapist cannot make a person do 
something that he or she would not consciously do. 


TRANSCUTANEOUS ELECTRICAL NERVE 
‘STIMULATION 

Definition 

Transcutaneous. electrical nerve stimulation (TENS) is 
therapy promoted as energy medicine. It is used 
for all types of localized pain, such as chronic back 
pain, and can be used in combination with analgesic 
medication. It is advocated for conditions such as labor 
contractions, menstrual pain, nausea and vomiting of 
pregnancy, jaw muscle pain, cancer pain, and nerve 
damage (Figure 21-1). 


How the Therapy Is Performed. 
TENS is performed with a small electronic unit that 
sends pulsed currents to a set of electrodes applied 
to the skin. When used for uterine labor contractions, 
TENS may involve the placement of two pairs of 
electrodes from a battery-operated device on either 
side of the thoracic and sacral spine. Other electrode 
placement depends on the protocol of the technician 
ог institution. During a contraction, the woman in- 
creases the stimulation by turning control knobs on 
the device, Women describe the sensation as a tingling, 
ог buzzing that provides pain reli 


FIGURE 21-1 PreraBsia в a noninvasive палета device ciare ty 
же ГОА for tna treatment of pregnancysncucod пук бөл and устод 
(morning sickness). The device ia pied Vo the ventri sca of the writ, 


where tha madan nerve t closest 1o th e of the sn. It amits а 
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What the Therapy Hopes to Accomplish 

The pulsed currents delivered by TENS are believed 
to drown out pain signals in the affected nerves, thus 
preventing the pain message from reaching the brain. 
This effect is based on the hypothesis that pain must 
pass through a gate in the spinal cord (the gate control 
theory of pain; see Chapter 8). TENS units are also 
believed to stimulate the production of endorphins, 
the body’s natural pain killers, thus alleviating the 
woman's discomfort. TENS is credited with reducing. 
the need for analgesia while increasing the woman's 
perception of control over the experience. 


Contraindications 

TENS should be used by women after a full medical 
consultation only. It should not be used if the individ- 
ual has poorly controlled epilepsy or an implanted 
medical device. The therapy should be discontinued 
if there is skin irritation from the electrode patches. 
TENS is not used before 37 weeks’ gestation, 


Possible Side Effects 

No harmful side effects have been reported in healthy 
women in labor; however, approval for its use should 
be given by the physician, Benzodiazepine drugs and 
corticosteroids may reduce effectiveness of TENS; 
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therefore, it is important for the nurse to obtain an ac. 
curate medication history. Application of electrodes at 
appropriate sites must be done by a competent, trained 
professional. 


VISUALIZATION AND GUIDED IMAGERY 


Definition. 

Visualization and guided imagery reler to concentra- 
tion on images held in the mind's eye Visualization 
isa form of mind-to-body technique that has been used 
extensively in labor. Visualization and guided imagery 
work in connection between the brain and the involun- 
tary nervous system, Visual images can influence both 
the voluntary and Involuntary nervous system. 


How the Therapy Is Performed 
Instruments or monitors are not used, Sometimes 
music is played in the background to aid relaxation, 
Sessions begin with general relaxation exercises and 
then move on to a specific visualization; The individ- 
ual is asked to build a detailed image in her mind 
using all five senses and may repeat the exercise with 
a different image, If the person has a specific medical 
symptom (or discomfort), she will be asked to picture 
her body away from the problem. She may be asked 
to picture the affected organ(s) working properly. 
She may be asked to recall a scene from a book ar 
some peaceful image from the past, Often, guided im- 
agery asks the person to focus on a journey through 
Several visualizations, which may be described as a 
“focused daydream,” Between sessions, the person 
Iv asked to use a book or audiotape to practice the 
visualization, 

When TENS is used in preparation for childbirth 
classes, the woman ís asked to focus оп a pleasant 
memory using а favorite object, such as a photograph 
that she can take with her to the birth facility. During 
her labor, she can focus her attention on the object, 
using it as a distraction. This will likely reduce her 


perception of pain. 


What the Therapy Hopes to Accomplish 

Studies have confirmed the ability of meditation 
training to lower blood pressure and control heart rate. 
Results showed that guided imagery can do so as well 
(Barnes & Bloom, 2009). One theory proposes that pic- 
turing something and actually experiencing it are equiv- 
alent as far as brain activity is concerned. Brain scans 
have verified this effect. Therefore, stimulating the brain 
through imagery can have a direct effect on both the 
nervous and endocrine systems, ultimately producing 
changes in the immune and other body systems. 


Contraindications and Possible Side Effects 
Guided imagery is generally considered safe for every- 
one. There are no known side effects unless memory of 
an unpleasant event occurs, 


EXPRESSIVE THERAPY AND SOUND THERAPY 
Definition 

we therapy isa nonthreatening outlet for people 
toexpress feelings that are difficult to put in words and 
isused asa coping strategy. Expressive therapy includes. 
many forms of. доп, such as music, puppetry, and 
personal diaries, Sound therapy (music) has had an im- 
pact on many people. Classical music is soothing to 
some, soft ballads soothe others, heavy metal music 
can be both enjoyable or anxiety-provoking, and an an- 
them sung at the beginning ofa ball game can invoke an 
‘emotional response. In hospitals, music is used to im- 
prove patients’ moods, counteract depression, promote 
rehabilitation, reduce muscle tension, and induce sleep 


What the Therapy Hopes to Accomplish 

Sound hasa profound influence on the nervous system 
and a special power to affect consciousness, Music can 
also enhance relaxation during labor, Women are often 
encouraged to bring their musical preferences (with an 
MP3 or CD player) to the hospital and listen to music 
during their labor; I she has earphones оп, the sounds 
may not be a distraction to others. Although scientific 
documentation is limited, music is known to decrease 
the amount of drugs required during labor. 


Contraindications and Possible Side Effects 
Sound therapy is considered safe. If possible, the 
patient should select the type of music. The volume. 
should be kept low when using a sound therapy 
device. With loud music, the patient might incur hear- 
ing loss. No other side effects are known. 


HYDROTHERAPY 
Definition 

ог warm water therapy with baths, 
showers, or jet hydrotherapy (whirlpool baths), may 
be used to promote comfort and relaxation, Water ther- 
apy can also reduce anxiety, which triggers a decrease 
in adrenaline production. This, in turn, can trigger an 
increase in endorphins, which reduce the pain associ- 
ated with labor. Pain relief from hydrotherapy has 
been proposed to be that of a distraction device or stim- 
ulation of large-diameter nerve fibers, as mentioned in 
the gate control theory. The warm water allows local 
vasodilation and muscle relaxation. The water should 
be kept at а controlled temperature to prevent hyper- 
thermia or hypothermia. 


How the Therapy Is Performed 
Water therapy can be accomplished by bathing, show- 
ering, or taking whirlpool baths. jet hydrotherapy or 
showering can stimulate the nipples and trigger more 
‘oxytocin production that results in stimulating labor. 
Ifa tub hath is used, it must be extremely clean to pre- 
vent infection. If Escherichia coli contaminates the water 
In the tub, the risk for infection is increased. 
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What the Therapy Hopes to Accomplish 

Using warm water can promote comfort and relaxa- 
tion. Hydrotherapy can trigger an increase in endor- 
phins, which reduce pain in labor and the need for 
analgesics. Ifthe nipples are stimulated, more oxytocin 
production can be triggered, which is known to cause 
the cervix to dilate quicker (stimulating uterine con- 
dractions) when the woman is in active labor. Water 
births are common practice in independent birthing 
centers (see Chapter 7), 

Hydrotherapy is used for relaxation and comfort 
during labor, soft-tissue injuries, musculoskeletal 
injuries, back pain, menstrual cramps, and impaired 
circulation. The application of hot and cold water- 
soaked compresses to reduce swelling has proven 
effective in clinical research trials, 

Some advocates claim that hydrotherapy can 
detoxify the system and bring it back into balance. 
‘They believe that alternate applications of hot and 
cold can boost the body's ability to fight infection. 
The therapy, using warm water, is believed to im- 
prove circulation. 


Contraindications 

Hotcold hydrotherapy is not advised for patients with 
asthma, heart disease, or bleeding disorders. Water 
births are contraindicated in. women who have high- 
risk pregnancies and should be in a haspital-baxedt 
center where emergency facilities are available, 


HOMEOPATHY 

Definition 

Womwopathy is based on the premise that a small 
amount of a substance that causes a symptom can ac- 
tually relieve the symptom. The remedies are diluted 
solutions of herbs, animal products, or chemicals. 
Many people tend to think of homeopathic products 
as herbal remedies, but the products usually contain 
little of the desired herb. 


What the Therapy Hopes to Accomplish 
Homeopathy is an approach designed to promote 
and improve health rather than reverse disease, 
Remedies are based on individual symptoms rather 
than disease entities. Caulophyllum and Cimicifuga 
are examples of plants, the blue cohosh and black 
cohosh plants, from which homeopathic medicines 
are derived and used for inducing and augment- 
ing labor. 


Contraindications 

Coffee, menthol, and strong flavors such as pepper 
mint should be avoided because they may reduce the 
effect of the homeopathic product. Many homeopathic 
tablets contain lactose, which may be contraindicated 
in diabetic or allergic individuals. 


Possible Side Effects 

Unlike vitamins and herbal remedies, which are sold 
as dietary supplements, homeopathic remedies arc 
sold as over-the-counter medications, with an exemp- 
tion from standard regulatory procedures. The labels 
do include the ingredients, directions, and dilution, 
The smallest dose possible to stimulate a reaction is a 
basic principle of homeopathy, which should be 
guided by a professional. 


MASSAGE AND TOUCH THERAPY 


Definition 

Elfieurage (see Chapter 5) and counterpressure are two 
methods that have brought relief to many women 
during labor (see Chapter 8). Massage is not capable 
of curing any medical disorder, but it can provide relief 
for tension, anxiety, insomnia, muscle pain, headache, 
and back pain. It is often recommended for minor 
sports injuries. Some individuals find that it relieves 
digestive disorders, such as constipation. Membership 
and license in the American Massage Therapy Associ- 
ation (AMTA) means that the therapist has graduated 
from an approved training program and met require 
ments for membership or passed the national certifica- 
tion examination, 


How the Therapy Is Performed 

Many massage techniques are practiced, but the most 
widespread moder variation builds оп the basic 
strokes of Swedish massage. Effleurage is slow, rhyth- 
mic, gliding strokes, usually in the direction of blood 
flow toward the heart. Often the care provider uses 
the whole hand (palm and fingers), gradually applying 
an increasing amount of pressure (eg, during a 
labor contraction). Variations of effleurage involve 
strokes applied with the fingertips, heel of the hand, 
or knuckles. Effleurage is a commonly practiced proce- 
dure taught in prenatal classes and is used when the 
woman is having labor contractions 


What the Therapy Hopes to Accomplish 

Massage is an application of pressure and movement 
to the soft tissues of the body. It encourages healing 
by promoting the flow of blood and lymph, relieving 
tension, and loosening muscles and connective tissue, 
Before physical exercise, massage helps get blood mov- 
ing to assist in the warm-up. Massage after an exercise 
workout has been shown to reduce the buildup of 
waste products (e.g, lactic acid). When these build 
up in muscles after exercise, they cause cramping 
and discomfort. An increased fluid intake is encour- 
aged during massage therapy. In addition to general 
health benefits, massage has shown to be of value 
in many special problems. During labor, massage 
provides relaxation, comfort, and relief from painful 
contractions (see Chapter В). 
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Reiki therapy is a type of therapeutic touch involv- 
ing massage and energy therapy (Kemper & Kelly, 
2004). Hand positions correspond. with the body's 
lymphatic and endocrine systems and major body or- 
gans. There may be a decrease in pain, anxiety, and a 
possible biochemical reaction that involves an increase 
in immunoglobulin A measurements (Wardell & 
Engebretson, 2001). 


Contraindications 
Massage is not advised for anyone who has an infec- 
tious skin disease, a rash, or an unhealed wound. 
Ifthe person is prone to blood clots, itis unwise to have 
the therapy immediately after surgery. Circulatory 
problems such as varicose veins preclude the use of 
massage. It should never be performed over bruises, 
infected wounds, or areas of bleeding ог deep tissue 
damage. Massage should also be avoided over any 
known tumor. In an unstable pregnancy, abdominal 
massage should not be performed. It is also not advis- 
able for the woman to have her legs massaged during 
pregnancy. 


Possible Side Effects 
Massage can aggravate existing swelling (edema), 
The pressure on the skin can be painful for someone 
who has nerve injury. Ibis advisable lo avoid massage 
immediately after surgery, such as cesarean birth, 
because of the increased risk of thrombophlebitis or 
blood clot. 


REFLEXOLOGY 


Definition 

Rotlexology has been practiced for thousands of years 
in China and Egypt. It was introduced in the West at 
the beginning of the twentieth century. Reflexology 
suggests that rellexes, zones, or pathways rim along 
the body and terminate in the palms of the hands, soles 
of the feet, ears, tongue, and head. All systems and 
organs are said to be reflected on the surface of the 
skin, in particular, the hands and the feet, Although 
some studies have been conducted and this therapy 
often helps with problems such as headaches and blad- 
der control, few major clinical trials verify the theoretic 
effectiveness. 


How the Therapy Is Performed 
Unlike massage, which involves generalized rubbing 
action, reflexologists use their hands to apply pressure 
to specific points оп the feet and hands (Figure 21-2) 
The patient usually remains fully clothed, sitting with 
legs raised or lying on a treatment table. After gently 
massaging the feet, the reflexologist begins applying 
pressure to the reflex points thought to correspond 
to the reported health problems. No instruments are 
required, but some therapists use devices such as a 
rubber ball to apply some of the pressure. One can 


learn to perform reflexology by having the practitione 
demonstrate the techniques appropriate to treat th 


What the Therapy Hopes to Accomplish 
The idea that manipulating the feet can improve healt 
has been an accepted philosophy for many year: 
Ancient Egyptians massaged feet, and illustration 
show that people of many cultures applied massag 
to their feet to combat illness. Reflexology was origi 
nally thought to work in much the same way as acu 
puncture. Practitioners believed that stimulation с 
reflex points in the foot could break up blockages i 
the flow further along the channel, Although few c 
the theories have been scientifically verified, reflexol 
ову appears to produce satisfactory results for a sur 
ing number of people. Reflexology offers wome 
in labor a gentle method of pain control. Gentle pro 
sure applied to the feet and hands may help restor 
the body's natural equilibrium. 


Contraindications 
Refle has been considered safe; however, if i 
patient has a foot injury, ulcers, phlebitis, or any ойу 
Vascular problems in the lower legs, reflexolog 
should be discussed with the physician before provi 
ing the treatment. The reflex zone related to the uter 
should not have sustained pressure, and reftexoloy 
should not be used in unstable pregnancies. 


YOGA 


Definition. 

Hatha yoga (one of many types of yoga) is a set 
exercises that offers à variety of proven health ber 
fils, It increases the efficiency of the heart and slor 
the respiratory rate, improves fitness, lowers bio 
pressure, promotes relaxation, and reduces stre 
and anxiety, It also serves to improve ciwrdinatic 
range of motion, posture, concentration, sleep, à 
digestion. Although yoga as we know it today Is pr 
ticed mainly for health benefits, it is rooted in Hin 
religious and mind-body unity principles of sor 
5000 years ago. Ayurveda is based on yoga practi: 
and includes the use of vegetarian diets, exerci 
music therapy, aromatherapy, and massage 
general health 


How the Therapy Is Performed 

Yoga exercises are often conducted in group clase 
People are asked to wear loose, comfortable cloth 
for the class and bring а mat lo prevent slipp 
during the exercises. The typical session inclu 
three disciplines: breathing exercises, body postu 
and meditation. Advice about nutrition may alse 
given. Each session begins with warm-up exerci 
Some posture exercises may be complicated and є 
contorted, 
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FIGURE 21-2 Foot reflexology. General reference ponte are shown, The opinions of lese o vary slighty on organ or System glacemant 


What the Therapy Hopes to Accomplish 

The exercises аге performed to prepare the body by 
strengthening muscles and by encouraging relaxa- 
Чоп and concentration. Through controlled breath- 
ing, prescribed postures, and meditation, yoga 
seeks to enhance the body and achieve a state of 
balance and harmony between body and mind 
Exercises are practiced in prenatal classes to prepare 
muscles for labor and birth. Regular yoga practice 
throughout pregnancy will help the pregnant 
woman to get "in tune" with her body. It can help 
prevent headaches, morning sickness, fatigue, and 


back pain and help her be in good physical condition 
for labor. 


Contraindications 

Yoga should be avoided in patients who have had a 
back injury or recent surgery, Individuals should 
check with their physicians if they have heart disease, 
arthritis, ог hypertension before initiating this treat- 
ment. Some postures are not recommended during 
pregnancy; thus, special classes are often available 
for expectant mothers. Some suggest that pregnancy 
is not the ideal time to begin yoga exercises. 
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Possible Side Effects. 

In the beginning, stiffness may occur while the 
body adapts. However, yoga should not be stressful 
or tiring, and any stiffness should be temporary and 
minor. 

MAGNET THERAPY 

Also known as electromagnetic therapy, magnet therapy 
involves placing magnets on the skin. It is thought that 
magnets stimulate living cells and increase blood flow. 
This may be beneficial in some conditions and result 
in the relief of pain and edema. The Reagan Institute 
has reported that specific electromagnetic fields may 
disturb calcium ions in the brain cells (Spencer & 
Jacobs, 2003), Further research is needed to under- 
stand side effects and contraindications of magnetic 
therapy, 


HERBAL MEDICINE 

Many people use herbal medicine as a treatment of 
choice. An increasing number of individuals are 
expressing an interest in herbal medicine to relieve 
discomforts during pregnancy and for menopause. 
Herbs can be gentle and healing, but they can also be 
irritating to the skin and gastrointestinal tract and toxic 
to the mother or the fetus. It is important for the nurse 
to be familiar with specific oils and herbs. 


‘Common Herbs Contraindicated in Pregnancy 
and Lactation 


Many pregnant women want toavoid drugs that may in- 
terfere with fetal development and therefore often turn 
to “home remedies” that they think are а “harmless” 
alternative, Common herbs that аге contraindicated in 
pregnancy and lactation are listed in Table 21-2 Nurses 


Ack ina prenne may cave олоп an alor 
on 


‘Avoid during pregnancy and lactation, can cause He U 


Symptoms 
Contrandicated in pregnancy; potential for toxicity; must be 
retigerated ә 


nervous system effects 
Interacts with St. John's wort and monoamine oxidase in'ibitons 


‘Avoid during pregnancy and lactation; may cause nutritional 
deficiencies or blood 


Ма huang Central nervous system stimulant; FCC 
cette suppressant * contractions 
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need to know the herbal therapies used by their patients 
and discuss side effects, interactions, advantages, and 
disadvantages of the herbal therapy. 

Малу patients believe that because herbs are natu- 
sal, they are safe. Herbal medicines are consumed in 
many different forms and can be administered both 
internally and topically. Some forms are more potent 
than others, the strongest being tinctures or extracts. 
Manufacturing quality varies, and safe dosages have 
not been established by recognized research. More 
controlled clinical studies are necessary to determine 
efficacy and safety. A nursing responsibility is to 
understand interactions and ize contraindica- 
tions to the use of specific herbs and oils used during 
pregnancy and lactation. 


Herbs and Menopause 
Menopause is a stage of health within the continuum 
of а woman's life (see Chapter 20). Traditionally, 
hormone replacement therapy (HRT) has been а pop- 
ular approach to managing menopausal symptoms. 
Recently, more natural management techniques have 
developed, including: 

* Exercise: weight bearing or water aerobic exercise 


programs 
+ Relaxation techriques: breathing, biofeedback, and 


hypnosis 
* Diet: low fat, high fiber, and soy inclusive 
* Herbs (Table 21-3) 


Future of Herbal Therapy 

The NIH Office of Dietary Supplements and the 
NCCAM have funded the development of research 
centers fo study the physiology, safety, and effective- 
ness of herbs and supplements. The U.S, Congress 
has contributed to the funding of this research, 
‘The first two centers were established at the Univer- 
sity of Colifornia at Los Angeles (UCLA) and the 
University of Ilinois at Chicago (UIC). UCLA ini- 
tially focused on cholesterol-reducing alternative 
supplements, the treatment of tumors and cancers 
with soy and green tea extracts, and compounds 
used to manage depression, UIC initially focused 
оп herbal supplements related to women's health is- 
sues and the development of an interactive website 
(http://necam.nih.gov) to educate consumers and 
health professionals. 


NUTRITION 


Soy 

So weh foods have demonstrated lipid-lowering 
properties, and some labels claim that it "decreases 
Tisk of heart disease.” However, the long-term effec- 
tiveness of nutritional pharmacology and the role of 


soy in postmenopausal women is still being studied 
(Bland, 2008; Bennett, 2009). Soy may also be helpful 
in preventing bone resorption that occurs in women 
with estrogen deficiency, 


Fish Oil 

Omega-3 fatty acids and N-3 polyunsaturated fatty 
acids have shown positive results in decreasing 
sudden cardiac death high-risk patients, 
Omega-3 fatty acids are important to the developing 
fetus and are present in most prenatal vitamin supple- 
ments. Fish oils found in salmon, herring, albacore, 
and mackerel are under investigation for evidence of 
long-term primary prevention of heart disease. How- 
ever, the mercury levels of the fish selected should 
be monitored. 


Magnesium 
Magnesium deficiency in geriatric women may 
contribute to decreased bone density, Magnesium sup- 
plementation may be of value in usal 
women because the average U.S, diet does not provide 
adequate magnesium intake. 
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+ Alternative therapies are treatments that replace traditional 
medical treatments. 

* Alternative and complementary methods of self-care have 
existed for many years. 

* The NCCAM of the NIH was created in 1992 to conduct 
and review research concerning the efficacy and dangers 
‘of CAM therapies, 

* Types of CAM therapies include acupressure, 
acupuncture, aromatherapy, biofeedback, 
hypnotherapy, TENS, guided imagery, expressive therapy, 
homeopathy, massage, therapeutic touch, reflexology, 
yoga. and the use of herbs and olis. Many of these 
therapies are used during pregnancy, labor, and birth 
ав well as with other women's health-related problems 
In the hospital and in the home. 

* Many herbal preparations and oiis have not had research- 
based data to determine safe dosage and use, 

* Some commonly used herbal products, such as 
chamomile, ginseng, and aloe vera, are contraindicated 
during pregnancy, labor, and delivery, 

* Nurses must understand CAM therapies to avoid potentially 
dangerous interactions and promote positive outcomes. 
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1. Therapies used in conjunction with conventional 
treatments are referred to as: 
1. Allopathic 
2. Complementary 
3. Altemative 
4. Holistic. 


Questions for the NCLEX" Examination 


2. Acupressure is contraindicated in which condition(s)? 
(Select all that apply.) 


з. A therapy promoted as energy medicine is: 
1. Transcutaneous electrical nerve stimulation (TENS) 
2. Hypnosis 


3, Aromatherapy 
4. Acupuncture. 


4. Which therapy is considered safe for everyone? 
1, Yoga 
2. Reiki 
3. Guided imagery 
4, Hot-cold hydrotherapy 


5. Rosemary, sage, thyme, and camphor essential oils 
are contraindicated in pregnancy because they: 
1. Can complicate gestational hypertension 
2. Can cause abortion 
3, Have an anticoagulant effect 
4. Increase diuresis 


6. A patient expresses to the health care provider a beliet 
in the use of natural alternative care (NAC) practices to 
provide comfort and healing. NAG care may include 
which activity(ies)? (Select all that apply.) 

1, Journaling 

2. Prayer 

3. Positive thought 
4. Expressions in art 


7. A patient is implementing transcutaneous electrical 
nerve stimulation (TENS) to help deal with pain 
secondary to nerve damage, Reduction of the 
effectiveness of TENS may be caused by which опоо)? 
(Select all that apply.) 

1. Nonsteroidal analgesics 
2. Benzodiazepine drugs 
3. Corticosteroids 

4. Narcotic drugs 


1. You are caring for a woman in early labor who appears to 
be increasingly uncomfortable. Explain how some CAM 
therapies can be used to help her cope with the labor 
experience. 


1. You are reviewing prenatal class content with a patient 
who Is in late pregnancy. What CAM therapies are 
routinely taught in prenatal classes that would be helpful 
to review? 


А "minimum list" of dangerous abbreviations, acro- 
nyms, and symbols has been approved by The Joint 
Commission (TJC). The items in Table А-1 must be in- 
cluded on each accredited organization's "Do Not 
Use" list. The Joint Commission has additional recom- 
mendations of terms to avoid (Table А-2). 

The Institute for Safe Medication Practices (ISMP) 
has published a list of dangerous abbreviations (avail- 
able at www.ismp.org) relating to medication use that 
it recommends should be explicitly prohibited. 


Two nurses must double-check the following before 
administration: heparin, insulin, parenteral chemo- 
therapeutic agents, patient-controlled analgesia, and 
epidural pumps. 

The Health Insurance Portability and Account- 
ability Act (HIPAA) privacy requirements state that 
patient information concerning name, age, diagnosis, 
and other personal information should not be posted. 
Charts and medication records must be kept in a con- 
fidential area. 


The Joint Commission Minimum "Do Not Use" List of Abbreviations: 


00 NOT USE POTENTIAL PROBLEM USE INSTEAD 
U tunity ‘Mistaken for U (zero), 4 Write “unit” 
Mou) orto __ 7 ~ P — 
IU international unit) Mistaken for IV (intravenous) or Wine “international unt” 
the number 10 (ten) 
QD., 00, a... ad (dally) ‘Mistaken for each other ‘White “dally 
QOD. QOD. до, qod (avery other day) Period after the О mistaken for Мв "every other dayî 
.— "fand the “O° mistaken for “tt 
Traling zero (Х.0 mg) hrt: Prohibited only Decimal point is missed Nover write а zero by n after a decimal 
{or mecication-related notations] pont (Х mg), and always use a zero balora 
Lack of leading zero (X mg) - а decimal point ОХ mg) 
MS Can mean morphine sulfate or Write “morphine sulfate" or "magnesium 
ET — "Е ҸЕ magnesium sulfate - sulfate" — «| 
MSO. and MgSO, Confused for one another 
Additional Abbreviations to Avoid 
00 NOT USE ‘POTENTIAL PROBLEM USE INSTEAD 
> (greeter than) Misinterpreted as the number "7" Write "greater than” 
< lese than) (seven) or the letter "L" Wta "ess than 
Contused with one another 
“Abbreviations for drug names Misinterpreted due to similar Witte drug names in ful 
— oes . TESS EE, А 
‘Apothecary units Unfamiliar ıo many practitioners Use meine units 
= ___Contused with matic units — —— | 
— ___ Mistaken for the number "27 (wo) __ Write “at” — 
© Mistaken for U (units) when poorly written Write "n." or m or mates 
E — (mL is preferred) 
0 ‘Mistaken for mg (miligrama). resulting in Write “meg” or “micrograms” 
1000-fold dosing overdose 
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abortion 

abdominal ciseumference 

appropriate lor gestions age 

acute gastroenteritis 

artical rupture of membranes 

birth сого pûl 

bilateral obti media 

Ng of waters 

pore diameter 

bronchopulmonary dysplasia 
po 

beats per minute 

bathroom privileges 

towel sounds 

body surface area 

breast self-examination 

broskthrough bleeding 

birth weight 

hiid abuse and neglect 

cerebral palsy 

Central nervous system 

Clinical nome specialist 

Sephulopelvi disproportion 

erownrump length 

cesarean section 

Contraction sre tet 

pun 

"lation and evacuation 

Ча for age 

ме of bith 

estimated blood loss 

estimated date ol confinement 

Estimated date of delivery 

ecto fetal mentor 

intimated fetal weight 

timated gestational age 

эш, nose, and throat 

feta айы syndrome 

foreign body 

fetal heart rate 

fetal heart sound 

fetal heart tone 

follicle-stimulating hormone 

failure to thrive 

fever o unknown origin 

fracture 

raids (numberof pregnancies) 

gestational diabetes mets. 

gastroesophageal roux 

Eestvional hypertension 

gastrointestinal 

gamete intrataliopian transfer 

Rerodoespi niens hormone 

ravida, term premature, abor 
боп, ving children 

glucose tolerance test 

hyperbaric окуда 


head circumference 

human chorionic gonadotropin 

hemolysis, elevated liver 
enzymes, low platelet count 

hemoglobin and hematocrit 

‘Hacmophihas influenste В conju- 
gate vaccine 

history and physical 

human placental lactogen 

heart rate 

hormone replacement therapy 

incision and drainage 

intramuscular 

intake and output 

intrauterine device 

Intrauterine growth restriction. 

in vitro fertilization 

Kidneys, ureters, bladder 

keep vein орел 

low birth weight 

labor and delivery 

Iabor-delivery room 

large for gestational age 

Juteinizing hormone 

last menstrual period 

left mentoposterior 

last normal menstrual period 

eft otitis media 

‘mecoruum aspiration syndrome 

metered done inhaler 

nebulined medication. 

malle) 

nursing core plan 

no known drag allergien 

nothing by mouth 

попне est 

moral spontaneous vaginal 
delivery 

nasoracheal tube 

neurovascular 

nausea, vomiting, diarrhea, 
constipation, 

нс 

oral contraceptive 

otitis extern 

‘open reduction internal fixation 

‘over-the-counter 
(nonprescription) drug. 

postanesthesia recovery. 

birth of а viable infant 

patent ductus arteriosus 

percutaneous endoscopic 
gastrostomy 

pupils equal, round, sesctive to 
light, and scconunodation. 

peripherally inserted central 
‘venous catheter 


a 


pelvic inflammatory disease 

phenythownuria 

premenstrual dysphoric disorder 

premenstrual syndrome 

postpartum 

purified protein denvative. 
(tuberculin tost) 

prematurs rupture of membranes 

prothrombin time 

partial thromboplastin time 

reactive airway disease 

recommended dietary allowance. 

recommended dally intake 

respiratory distress syndrome 

rapid eve movement 

rule out 

range of motion 

rupture of membranes 

saturation 

Small for gestational age 

sudden infant death syndrome. 

sublingual (under the tongue) 

subjective /objective/ 
arsessiment and planning 

shores of breath 

spontaneous premature rupture 
ol membranes 

эл» and symptome 

subcutaneous 

at once 

sexually transeutted infection 

to beep open 

telephone order 

total parenteral nutrition 

to run at 

tonte shock syndrome 

uterine contractions 

vaginal birth after cesarean 

Venerea Disease Research 
Laboratories 

very low birth weight 

verbal order 

well developed 

Women, Infants, and Children 
program 

well nourished 

within normal lis 

year old 

year of birth 

zygote intrafalloplan transfer. 

increase 

decrease 

positive, plus 

less thar 

greater than 

approximate 

china 


ENGLISH. AND PRONUNCIATION ENGLISH. AND PRONUNCIATION. 

ls there someone ¿Hay alguien con usted que habie Pweh-ceh dahr-nons оола 
in you who. j ‘mwehs-trah dah dis, nes. 
speaks Engish? А-д ahl-ges-en оу cos-tehd. mehn-toh? 

hah i oon globe? ‘When was the last Cuándo fuo la Uta vez que cb. 

Iam the nurse. Soy la ептеп. "ime you had а. (que usó ei baño)? 

Soy lah em-fermeh-mh. bowel movement?  Kwahn-con fah lah ootae-mah. 

Зи own. please. Sóntese, por favor. behs keh oh-broh (ish oc-soh ehl 

Sec ehn-te»-seh, pohr fah- bob. bah-nyoh)? 
‘Uo down Асеев. Drink eight glasses of Tome ocho vasos de agua al da. 
AD -kwehs-toh-seh. water а day, Тоһ-тел oh-choh bah-schs deh 

Tum on your right Votêeco dai lago derecho lu eee, ah dee . 

Wf) side, Bol¥-teh-ah-sen de^! tah ach Dê you havê somal Тепе usted relociones sexuales con 
en сло) geddes her c relations with men hombres (mujeres, prostitutas)? 

Ше оп your back.  Aouêstose boca amba. (women, eee 005-tehd e eee. 

‘Alkwehs:toh seh boh-kah proettutes? nahs sel-sco-ah- ла Korn 
eee, ohm crohs (moo-heh-rehs, 

‘Le off your stomach, Acuéstese boca abajo. Sheer dee nh, 

Ali kwehs-Iéh-sen bob ki Ave you alergic io oy Es alergca a alguna mectons 
Al-bah-hon. medcneoriood? o вито? 

‘You need to take Usted necesita tomar medina, Ет ah-ehr-hoe-kan nh sl-goo-nsh 
medone/ Oot-tehd ee ges mehr таћ-ооо-вөө-паћ oh ale. 
medication, e ese e, mehn-t0n? 

‘Show me wih опе  Enaóñiemo con un Solo dedo dónde Do you take. тота таа medioha? 
finger whera you. ene ei dolor medicine? ron man cos-tahd mon-ceo- 
have the рал, Enn-seh-nyohmoh kohn con woh oh ee h 

deh-cch dohn-deh too eh-neh eh Do you have the ¿Tras la medina con usted? 

ЕД medicine with you?  Trah-eh lah meh-doe-see-na Коул 
Do you have nausea? Tiene nausea? оог епо? 

fee, hoh oo e Take your Tomo su medicina. 

Do you havo Tiene vómito? medication. Toh-meh зоо mon-dee-see-nah. 

n Teo-eh-ne! boh-mee-toh? Lam going to gve you Le voy a dar medicina para el dolor. 

When was the last (Cuándo fue la Ота vaz que pan madone. Lah bay ah daly med-deo-see-nah 
бте that you ste? соте? pah-rah өү don-lohr. 

‘Kwahn-co woh loh ool teesmah Do you have {Теле fata dei ave? 
bens Кап kof«mee-oh? *shorinoss ot Tew-ehn-on fahi-tah dehl ay roh? 

Do you have Tene атов? reat? 
далел? Tes-ah-nen cdee-alı-reh-ah? ме need аше Necesitamos una muestra de orina: 

ve you constipated? (Está astreðido/-a? sampe.  Neh-soh-see-tah-mohs oo 

Ens-tah en den ago deu  mwehs-trah doh oh-ree-nan. 

Are you passing gas? Está pasando gas? You need a catheter Usted necesita una sonda en la vejga. 

Ens-tah gah-sahn-doh gans? in your bladder. — Oos-fehd ne^-sen-see-tah оо-пал 

Does it bum when jLe arde cuando onna? 'sohn-dan ahn lah beh-hes-gah. 
you urinate? Lah ahr-cen kwahn-<ioh oh: ree-nah? Have you lost Ha perdio peso? 

Band your knees. Dotie las roca, wE? An petv-dee-doh peh-soh?. 

Doh-bieh shs ed oe Hew eng have усш Cuts tempo tiano con el 

Do you heve en LTiene dolor aqu? hac tne discharge? ^ deshecho/fuo? 
hera? Tes-ah-neh coh lohr ak kee?  Kwahn-Ich tee-ehm-ooh ebe 

Breathe оверу Respre profundo. kon ahi aehs-ei-choh/ floo-hoh? 

 Rens-pee-ren pror-foon-aoh. WRatdoyouuselo Ache clase de articonceptVo usa 

Drink саг e, ^ Tome quos claros. ix ork pent ar abire 

canyougieves AR dros una masta do P 
stool sampe? excremento? ere e 


neor e - haf rah. ach 
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'SPANISH TRANSLATION ‘SPANISH TRANSLATION 
ENGLISH АМО PRONUNCIATION. ENGLISH AND PRONUNCIATION 
When was your last — Сиўпдо fus ву Gime regia ‘Doycuknow whether (Usted sabe s jene diabetes? 
period? menstruación? you nave Dos-tehd sah-beh see to>eh-nsh 
Kwahn-3o fneh sax col en Зарна? e ben dee 
? Do you take dan Тота insuina (picoras para is 
Are your perioda Sus regias/menstruaciones son (diabetic pas? Зорею)? 
regular? roh an sen-soo-lee-nah 
бооз rohs ipeel-con-rahs pah-ral ish daa- 
o ehe sohn reh-goo-Jah- nons? v beh-tens]? 
Aro you pregnant? d What type of inguin Que tipo de insula toma? 
Ens-tah on Hop ay. cen coh? бо you take? {Берд} (МРН? funde 
How mary times iCuántas veces ha esedo Regular? NPH? 70/907 
have you bean. ‘embarazada? Humuin 70/20? ben bes gon deh een sco-leenan 
pregnant? Kwahn-tahs beh-sens ah ens- toma? Ret qooahr? Eh.nelt 
tah-doh ehm-bah-ran-sah-ish? Pan Ah-cheh? Oc-moo-ee-nsh 
How many chian Cute hios tiene? seh-tehn-la freh Cen t^? 
дуои?  Kwahn-tohs ee-hohs ug on. ge How many units %. Сотик undsdes de папа tore 
Have you received ¿Ha recibido cudado prenatal? insulin бо you take n la mañana (tarde)? 
prenatal care? Ah r6h-seo-Dee-Con cu dsh do be morning Kwahn-tohs oo-noo dah-dens deh 
geh tahl? levonng? ‘serracoslee:nah toh-mah ehn lah 
When was the last ¿Cuándo fue a última vaz que vet man-nyah-nah ( tahe-deny? 
WMmeyoosted asu тоо? Do you check your eien tesa on созо ei nivel de 
your doctor?  Kwahn-ch heh lah ool H, blood Ruger kevel at aicw deis sangre? 
behs koh bee-see- toh ah 300 пото? Oos-tehd r^ bees оуу Каћа? 
moh cession? ni nev-behi doh ай-воо ка cen 
How long have уо) ¢Por cuánto tempo ha tenido п wan gon? 
had vaginal sangrado vaginal? What was the босс. — Cuánto fue of azicar cuando o 
кезго? Fohr Kwahn-toh fn oh. n ол ‘gu when you revi? 
Iehrnee-don sann-grah-don checked it? buen ue, lih oh wh-soo-kahr. 
.bal-hoe-nahr?. кузп. 07 reh-boe-aor? 
How many santary — LCuántas toallas femininas usó hoy? Whon was tho last Cuándo tuo la dita vaz que tomó su. 
peds б you use — Kwhan-tahs toh-ah-yahs fon-meh- tme you! took your таға? 
today? Dee-ns^s 00-soh oe,  Kwahn-doh vi lih ool-toe-nah 
Ме you һай, (Тепе contracciones? bens o^ toh-moh оо meh. doe 
‘contractions Tew-eh-noh kch-tnhieses- зело? 
ohn-ans? hours (days, (0 horas (dae, semanas 
How many minutes: ¿Cuántos minutos le duran las weeks вдо. 00 oh rans (фе ans. se^ mah- 
owe. 'contracciones? — 
contractions (ae? — Kwahn-tohs rnea-na-tohs ie Hove you eaten На denayunado? 
dee cn lane Ach va e онака? Ал delis-oh-yoo-nah don? 
oh es? Hove you eaten (а almorzado (merenancio, mado 
Dd your bag of Se ie romp la fuente del agua? мот оло? 
waters break? — — Sehieh roh pee-oh i fwehn- toh Ah aticmohr-sah«doh (neren 
deti ah-gwan? ‘dah coh, foh-mah«doh anl 
‘When cid your bag of Ouéndo se le reventó la fuente del ohn 
wotors break? тол? Have you waten На condo (tomado is comas? 
 Kwahn-don san ien bang tem diwwrsupper? Аһ seh-nah-doh (toh-mah-aoh lah 
fwahn-teh ce аһ-ваһ? оч ? 
(Соту Push, (No) Empu, When dd the. Cuándo ceumo el aceidenten. 
(Nah) Ehm-poo-heh. acedentoosu?  Kwahn-doh on-ioo-ree-ot ahl ak- 
Тат going to stento Voy a.escuchar ЕЩ үнд 
the baby's dd bevê. Dla you lose {Perdê в сопосттетс? 
‘heartbeat, Boh-ee sh ens-koo-ohahr һе Consciousness? pv N che, on ehi kon-noh-see-moe- 
iv'-tee cons deni kon-rah-sohm 'ehn-toh? 
eni beh-beh. When was the last c nde fue la бта vez nue ch 
Оо yen want meto Оше qua yo Ja tame a una amistad ime you recived a una vacuna del tétan0? 
cal a fiend or о parente? tetanus vaccine? Kwahn-doh fweh ish oel ke mall 
relive for vn besehen ей yoh ien yah-men bahs kah reh-see-Dee-oh oo-nah 
ah оо-лал an-mess-tahd o bah-koo-nah oe teh-tah-noh? 
panvreo-ehn-teh? Does the baby seo 4k Ta bes duerme más ta 10 
[әй к Gere Your casto pirate tpa. mera than ша? тота? 
Ner-ser-see-ton peh-sa-nahr-lih Elan beh-beh dwehr-meh mahs 
hi pel ion. den ich none mahr? 
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Doos he/she have n. 
history of asthma? 


We need to do an 


ве-полу-лал?. 
тезле teething? й 
. 


Does hasha have Ке 
problems. Төв-еһ-пел proh-bleh-mahs arl 


swallowing? tron-gahr? 
Howlengnashe/she ¿Cuánto tempo Neva con dificultad al 
17 


? 
Hay ота persona en casa con los 
mismos sintomas? 


Medo ven Nar v d Сез e Aka oa An паш 
eee Prince: Sa 


Symptoms. Symptoms. 


"Una ne м оов бет sac уле. 
pet 


A trang of tec cold ка rure. vty 
‘tone rer ano anon Tbe 


Paid ein of ni от e ngs rrr 
(orca Rad, mun, De 


Meng nope a watery e 
‘movement en 


ту өнө sanae и ne lace. uni one's 


. 
. 


Arb nthe токти of body ato 
‘mal uma wn a оттан атан 
Avengers ien by mov grate’ wan 
904 Fave maar youve Ter] 


Арал gate i tra hend. өк ove бө eye 
ire teria, ЕТ» a 


Cog eo lor emey — 
rung fey. i 


no dee o en 


ebenen not кчы» rol ttr чи 
p 


0 
ө 
E 
0 
0 
0 
© 
T 
ө 
Ф 
* 
6 
ө 
n 
1 
e 
9 
1 
а 


Г Lio: aic او ووا‎ a: 


glossary Symptoms 


Symptoms 


mem 
Bleeding 
С 

Cough 
Dannes 
Disorientation 
Dizziness 
Dyspnea 
fem 
— 
* 
amaca 
Loss ot 
D 
Lose of 
Conacousness 
Unconscious 
—— 
p 

Pain 

E 

‘Sere Moat 
Tene 
omg 


Mutlingual Glossary of Symptoms. APPENDIX D Ге] 


Symptoms 


Symptoms 


abnormal 
p 
р 

|| с» 
С 
С 
Dizziness 
Dre 
Te 
— 
С 
К 
ow 
к 
tomor 
Conscious 
{Unconscious 
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HEDIS conversion о! Pounds and Ounces to Grams for Newborn Weights” 
OUNCE 


ERE E E EE EE E 


POUNDS 

Eu. Us Mg ATO ig 27 255 283 32 330 309 эт 426 
3 T 709 737 76 794 822 850 678 
2 907 85 1102 1191 1219 1247 1270 1908 1832] 

маг: 136! 1380 1417 1446 1474 1503 1531 1559 1588 1616 1644 1673 1701 1729 1758 1786 
а 18:4 1843 1871 1809 1828 1956 1984 2013 204! 2070 2008 2126 2155 2183 2211 2240 | 

5 2088 2298 2325 2353 2381 2410 2438 2466 2495 2523 2561 2580 2808 2637 2665 2693 

1 2835 2863 2802 2977 3005 3033 3062 3000 3118 3147 

— тї: 3280 3917 3345 3430 3450 3487 4 3572 3600 
B 3629 3857 3685 3714 3742 3770 3790 зава 3912 3941 3969 3997 4026 


4337 4306 4394 4423 4451 4479 
4791 4819 4848 4876 4904 4933 
| 5016 5245 5273 5301 5330 5358 5388 5 
5670 5698 5727 5755 5783 5812 6840 
6123 6152 6180 6200 6237 6285 6204 
6577 6605 6534 6662 6690 6719 6747 
7030 7059 7087 7115 7144 7172 7201 

— — 


9 4082 4111 4139 4167 4196 4224 4262 
10 4636 4564 1693 4621 4649 4678 4705 
. 4900 5018 5046 5075 5103 5131 5180 
12 5443 5471 5500 6528 5657 5585 6613 
13 5897 925 5053 5082 6010 6038 6067 
| 14 (350 6379 6407 8435 вава 6492 6520 
15 6804 6832 0860 6889 0017 6046 6973 
——— TES 


FFT 


“To эуе! eee, 
lat о pt of ha CoL for pounn and ге Number at те tap © banom КУ олсе 10 Qe! ГОЛО, 3 ounces 


37M. Rol оа rumber те 


formulas: 
POS + 4830 = gama 
Ого + 28.35 = ems 
Gem + 4501 галав 
Gama + 28.38 cet 


Conversion of Fahrenheit to Celsius 

1 unn rl J 392. 
| 364 358 99.7 1029 384 

ЕП — 360 — 8. 1033 Eg 
027 с=з ТИЙ Ст Lam 308 3B 
[ 95 364 3040 400 

979 366 3044 402 

wz æ 3047 — 404 | 

986 370 1018 — 73 408 —. 

990 372 3022 


Татта 1o Caius CF - 33 « S e 
Cans Is Faverte [C « GS) -32-% 


Selected Maternal and Newborn 


Laboratory Values 


EDIE Normal Materna! Laboratory Range and Abnormal Findings 


(RECS) (milon/mm? 
Pisteets 


| Parti thromboplastin 
time (PTT) 


indicate anemia. 
150,000-350.000/mm? — May have significant increase. 
35 days after binh. 
Sight docroase in 
. pregnancyandiniabor _ 


21-35 seconds 


LABORATORY TEST NONPREGNANT VALUES PREGNANT VALUES ABNORMAL FINDINGS 
Hemoglobin (Ho) 12-16 yd. Decreased levels may indicate anemia. 
“Hematocrit Het) ELT __ Decreased levels may indicate anemia. 
White blood call total 8000 · 10000 increased levels may indicato 

(WBCo) М compromise In immune system 
Redbioodcello 38-51001 Decreased levels may Increased levels may indicate 


polycythemi (can occur in 
dehydration). 
Increase predisposes to thrombosis 


~ Alows placental эло Cee 


“Fibrinogen = 300-600 mg/dL 
Lymphocytes [IT NN = = 
Polymcrphonuciesr 

E 
Total protein — 
Glucose serum 

Fasting 2 hours 70-80 mg/dL 65 туа. 

Postprancial 60-110 mg/dL. 140 mg/dL considered 

тоты 


| Biárutin. total serum 


0E 
R 
IDEE 


Meses vom Berna R E. кит RM. жуу. Н B 8 Banton B 
2007, Nason ee, of cecal TE өл Prisco Savas 


a 
© 3 — © "E x M 
E + ез B TE MEE + 8 2 
Ё 3a E „ vx 3 2 
& fats, cem EE ICM Жы Таар «ара : as 
жаачы eee нынан аана" Slave 
8 ae 8 J 8 32 8 J اڭ‎ 8828 
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abortion Termination of pregnancy before viability ofa fetus 
(approximately 20 weeks’ gestation). Miscarriage is the lay term 
for spontaneous abortion. 

abruptio placentae Premature separation of a normally 
implanted placenta from the uterine wall. 

abstinence Refraining from having sexual intercourse. 
acceleration Periodic increase in the baseline fetal heart rate. 
‘acidosis Excessive acidity of body fluids caused by the 
accumulation of acids or the loss of bicarbonate, resulting, 

in lowered pH. 

acini cells. Milkeproducing cells of the breast. 

acme Peak, or period of greatest strength, of a uterine 
‘contraction. 

acquired immunodeficiency syndrome (AIDS) Disease that 
destroys the body's natural immune system, resulting in the loss 
‘of defense against malignancies and opportunistic infections 
ee Сумома cf hara and ft ason in mont 


Siete immunity Formation of antibodies in response 
to immunization or illness. 
acupressure Finger, palm, or knuckle pressure at points located 
along an invisible system of channels, called meridians, 
for the purpose of relaxation, pain relief, and promotion of 
general health. 

ire А Chinese medical technique that involves 
inserting needles on the surface of the body at specific point 
alms to promote health by stimulating the body's self-healing 


powers. 
adolescence henod of development between puberty and 
adulthood. 
advice telephone line A telephone number usually staffed by 
nurses that ls given to patients on hospital discharge to foster 
communication, answer questions, and reinforce discharge 
twaching instructions, 
afterbirth Placenta and membranes that are expelled after 
the bith of а newborn. 
afterpains Cramping pain after childbirth resulting from 
alternating relaxation and contraction of the uterine muscles. 
‘agonist An agent that activates something, 
albuminuria Presence of albumin, a protein, in the urine. 
allopathic care Traditional Western health care, which follows @ 
disease-oriented model that uses technology and bioscience t 
чен! ner and promote wellness 

in (AFP) An antigen present in the human fotus. 
ууш levels in amnlolc Bld wr adul erum during, 
pregnancy may indict a neural ube defect decreased levels 
may Indicate Down syndrome. 
alternative therapies Forms of therapy that generally replace or 
Substitute for a traditional treatment. 
alveoli Small ай sacs present in the lungs, 
Amenorrhea Absence of menstrua 
amniocentesis Removal of amniotic fluid by insertion of a 
needle into the amniotic sic, Amniotic fluid is obtained to assess 
fetal health and maturity 
amnioinfusion. Infusion of warmed isotonic saline or Ringer's 
lactate solution into the uterine cavity to reduce umbilical 
cord compression; also performed to flush meconium out ofthe 
cavity fo reduce risk of fetal meconium aspiration. 


amnion The inner of two membranes that form a sac containing, 
the fetus and the amniotic fluid. (The outer membrane is the 
chorion.) 
amnionitis Inflammation of the amnion, occurring most 
commonly after prolonged rupture of membranes. 
amniotic fluid Fluid that surrounds the fetus within the 
amniotic sac and permits fetal movement, absorbs shocks, 
and prevents heat loss, 
amniotomy Artificial rupture of the fetal membranes (AROM), 
analgesic Drug used to relieve pain. 
androgen Male hormone that stimulates the development of 
secondary male characteristics. 
anemia Condition caused by a decrease in erythrocytes, 
hemoglobin, or both, 
anesthesia Use of an agent that causes partial or complete hiss 
of sensation, with or without loss of consciousness 
anoxia Deficiency of oxygen. 
“antagonist An agent that blocks something 
antepartum Occurring before birth; prenatal 
antibody Protein substance (immunoglnbulin) made by the 
body thar exerts restrictive or destructive action on specific 
antigens (e.g. bacteria, dust, Rh factor) 
antigen Protein foreign to the body that stimulates the immune 
system to form antibodies 
anuria Failure of the kidney to produce urine, 
Apgar score Numeric evaluation of the newborn obtained ar 
1 minute and 5 minutes after birth, 
apnea Cessation of respirations for more than 20 seconds. 
“appropriate-forgestational-age (АСА) newborn А neonate 
Who weighs less than the heaviest 10% and more than the 
бїтєм! 10% of neonates of the same gestational age 
AQuaMEPHYTON Phytonadion a fat-soluble vitamin K 
liquid necessary for formulation of coagulation factors 
areola Pigmented ring surrounding the nipple of the breast 
storutherapy A form of treatment using essential plant oile 
that may be inhaled or massaged into the skin for 
therapeutic eilen, 
asphyxia A condition in which there is deficient oxygen in the 
blond and excess carbon dioxide in the blood and tissues. 
assisted reproductive technology (ART) Techniques used t0 
treat infertility; may include ovulation induction, in vitro 
fertilization, GIFT, and IV-ET.. 
asymptomatic Without symptoms. 
ehe Drug that promotes tranquility; а tranquilizer, 
atelectasis Incomplete expansion of the lung or portion of 
the lung. 
mony Lack of normal muscle tone or strength 
“attachment А bond or relationship of affection between 
persons. 
ade The relation of the fetal paris to one another. 
See abo fetal attitude. 

of labor The enhancement of labor after it has 
begun though use of an oxytocic drug, 
autoimmune disease А stie In which the body produces. 
antibodies agains itself, using cell damage. 
‘utoiminunization Development of antibodies against 
constituents of one's own tissues (e.g, а man may develop 
antibodies against his own sperm); ал immune response 
to the bodys own tissues, 


EJ ^ 


autolysis A self-digestive process by which celis are destroyed 
by enzymes. 

autosomal inheritance The process by which characteristics are 
transmitted by genes on the autosomes, not the sex. 
chromosomes. 


autnsome А chromosome that is not a sex chromosome. 


в 

bag of waters The membranes containing the amniotic fluid 
and the fetus; also called amniotic aa. 
Bartholin’s glands Small, mucusesecreting glands located on 
either side of the base of the vagina. 

basal body temperature (BBT) Body temperature at rest. 
baseline fetal heart rate (FHR) Average fetal heart rate 
observed within a 10-minute period of monitoring 
blischial diameter Distance between the inner surfaces of the 
ischial tuberosities of the pelvic outlet 

bilirubin Yellowish of bile produced from the 


Teg 
Presence of abnormal amount of bilirubin in the 


blood when red blood cells are broken down or destroyed from 
а pathologic cause. 

Billings method A technique for checking cervical mucus for 
olasticity, stickiness, wetness, and lubrication to provide 
Vnformation about the menstrual cycle; also called c 
mucur method. 

Vlofeedback A method of training designed to enable an 
individual to control involuntary bodily functions. 

birth ‘The process of being born. 

birthing centers Locations outside of the traditional hospital 
setting that provide comprehensive perinatal care, typically 
with midwives: a 

Bishop score A scoring system to determine whether labor 
an be safely induced, 


blastocyst Stage of development of the embryo that follows the 
morula; he outer laper of the trophoblast o which в аас an 
inner cell mass. 

blastula Stage of the fertilized ovum in which the cells are 
arranged in а hollow ball. 


blood patch A emal amount of а woman's blood injected 
‘nto the epidural space in the rea ofa spinal puncture that forms 


а seal and stops spinal fluid leakage that may be causing, 
headache or 

bonding A by which parents, over time, form an 
emotional relationship with their newborn. 


bradycardia Slow heart rate (< 110 beats per minute in а fetus). 
aston Hicks contractions Intermittent, painless uterine 
“contractions that occur during pregnancy. They become stronger 
and more evident in the last trimester and are sometimes 
mistaken for troe labor signs, 

brew Mammary glands. 

‘breech presentation А situation when the fetus is tuned so that 
the buttocks or feet (instead of the head) lead into the birth canal, 
nearest the cervical opening, 

ronchupulmonary dysplasia (BPD Pulmonary condition 
affecting preterm newborns who have had respiratory failure 
and have been for several day's 

brown adipose tissue (BAT) Fat deposits that provide greater 
‘heat-generating activity than usual fatin neonates; found around 
the neck, between the scapulas, around the kidneys and adrenal. 
glande, and behind the sternum: also called brown ft, 


c 

calendar method The timing of sexual intercourse (9 avoid the 
fertile period associated with ovulation. 

. or edema occurring under the 
{etal scalp (or presenting part) during labor. 


carpal tunnel syndrome Pressure on the median nerve at the 

point where it goes through the carpal tunnel of the wrist. 
result is soreness and weakness of muscles in the area 

‘of the median nerve. 

CDC Centers for Disease Control and Prevention; collecis 

Statistics of diseases and deaths in the United States. 

cephalhematoma Accumulation of blood under the 

of the newborn's skull; caused by trauma of blood vessels. 

during birth. 

cephalie to the head. 

— PD) А condition in which the 
fetal head is of а shape, size, or position that prevents It farm 
passing through the maternal pelvis 
cerclage Ser cervical cerclage. 
certified nurse-midwite A registered nurse who has 
received special education to care for the family during 
the normal pregnancy, labor, delivery, and postpartum 


periods. 

cervical cap Pliable contraceptive device that fits over 

the cervix, 

cervical cenclage The use of suhures to close an incompetent 

cervix to prevent it from opening as the growing fetus presses 
D 

ЗИКА! mucus method Se Bling method, 

‘cervix. Lower portion of the uterus extending into the vagina 

cesarean birth Birth of the fetus (placenta and membranes] 

through an incision made into the abdominal wall and the 

uterus. 

chemical predictor lest An over-the-counter test kit for 

determining pregnancy. 

Chlamydin infection А sexually transmitted infection with 

purulent vaginal discharge, buning on urination, and lower 

abdominal discomfort, It may cause sterility. 

chloasma gravidarum Increased pigmentation of the face 

during pregnancy that fades after delivery; also known as 

the “mask of pregnancy” or melasma, 

horinamnionitis Inflammation of the fetal membranes 

chorion Outer membrane of the amniotic sac that is formed 

from the 

Фобос villi Rootllke, branching projections of the 

chorion containing capillaries that are the means by which 

substances (gases, nutrients, waste products) are exchanged 

between the maternal and fetal circulations, 

chromosome Thread of deoxyribonucleic acid (DNA) that 

carries the genetic code for each unique Individual. There are 

23 pairs in each soma cell; one chromosome in wach pair is 

from each parent 

ircumcislon Surgical removal of part or al) of the prepuce 

Uoreskin) of the penis, 

cleansing breath A deep breth taken at the beginning and end 

‘of each labor contraction. 

left lip Congenital separation of one or both sides of the 


КЛ ‘Congenital incomplete closure oí the roof of the 


mouth. 
climacteric The physiologic and psychological alterations that 
occur around the time of menopanse 

clinical pathway A multidisciplinary care plan for a specific 
diagnosis 

litoris A female organ that is homologous to the penis of the 
male and made up of erectile tissue situated at the anterior 
Junction of the vulva. 

‘cognitive stimulation Activation of the conscious mind 
coitus Sexual intercourse. m 
coitus interruptus Removal of the penis rom the vagina during 
sexual intercourse before ejaculation occurs, 

cold stress Environmental chilling that causes increased 
‘metabolism and increased oxygen consumption in the body 


collaborative care Cooperative care between members of the 
multidisciplinary health care leam and the patient. 
collaborative practice A partnership with health professions 
.. 
provide care with parent participation, 

colosteuin Yellowish secretion from the breasts before the onset 
of true lactation. 

colposcopy Examination of the vagina and corvix with a 
prem] to identify neoplastic or other changes. 

пао therapy that шей 
alang with conventional therapy. 
conception Union of үне nd отой coking 
. ofthe икон ype, 
conceptus Product of fertilization. 
conditioning, A process in which a person learns to modify 
behavior when certain stimuli are applied. 
condom. A soft, flexible latex sheath covering the penis ûr lining 
‘of the vagina to prevent sperm from entering the cervix and 
to prevent infection 
conduction The transfer of heat to a cooler surface, resulting 
in loss of body heat and chilling, 
condyloma Sexually transmitted. viral, wart-like growth on the 
skin of genitalia. 
congenital Present at birth. 
‘conjunctivitis Inflammation of the mucous membrane lining 
of the eyelids, 
onitocepiion Prevention of conception or pregnancy, 
contraction stress lest (CST) Test to stimulate uterine 
contractions for the purpose of assessing the fetal heart rate 
in relation to uterine contractions. 
canvestion Loss of heat trom warm body surface to cooler 
air currents. 
Coombs’ test Test used to detect sensitized red blood cells. 
‘The indirect test determines the presence of Rh+ antibodies 
in maternal blood; the direct test determines the presence 
of maternal Куз antibodies а еш! cord iod. 
cord care T ‘of preventing infection and promoting 
байле of be шие coed of te паволь 
vorpus Joteum Solid, yellow body that develops within a 
ruptured follicle; an endocrine structure that secretes primarily 
progesterone, 
sotyledun Segment or subdivision of the uterine surface of 
the placenta, 

‘Crackling sound of fractured bone ends rubbing 
against each other; frequently noted in fractured clavicle of 
the newborn 
crowning, Visibility of the fetal head in the birth canal before. 
delivery. 
culdocentesis. Aspiration of fluid from the cul-de-sac by 
puncture of the vaginal vault in the posterior forb: of 
the vagina. 
culture An individual's and family’s beliefs attitudes, practices, 
and actions that direct their socialization within a specific group. 
and in relations with others outside of the group. 

‘cutaneous stimulation Activation of skin sensation. 
cyanosis Blueness of the skin caused by a lack of oxygenation 
uf the blood. 


ytamegalovirus (CMV) A viral infection that may result in 
fetal anomalies. 


LJ 

deceleration Decrease in the fetal heart rate. Sce also early 
deceleration, late deceleration, and variable deceleration 
decidua The endometrium, or lining of the uterus, that thickens 
during pregnancy and is shed after delivery. 

decrement Decrease of intensity (strength) of uterine 
contraction. 


So `1 


deep tendon reflexes A deep stretch reflex within the body 
often used to detect central nervous system irritability in women. 
with eclampsia. 
dehiscence Rupture of a surgical wound or scar 

ic acid (DNA) Intracellular complex protein 
that carries genetic information, consisting of two purines 
Dre and guanine) and two pyridines (thymine and 


po г conjugale Distance between the sacral promontory 
the lower border or the symphysis pubis; may be obtained 
by manual measurement. 

Profuse sweating, 
diaphragm A contraceptive device consisting of a latex dome 
that covers the cervix and prevents the entrance of sperm, 
diantanis recti abdominis А separation of the rectus abdominis 
muscles in the midline, 
dilation of cervix Stretching of the cervical canal toa size ûf 
‘opening lange enough to allow the passage of a newborn, 
disproportion Lack of normal relationship, in which the 
fetus i too lange or the pelvis is too small for a normal 
vaginal birth. 
disseminated intravascular coagulation (DIC) Coagulation 


disorder in which clotting factors are consumed and materna 
blood does not clot 

diuresis Passage of lange amounts of urine, 

dizygotic twins Twins that from two! fertilized 


ova and have different genetic constitutions; also known as 
fraternal twins, 
documentation Verification of dvtalls of patient care given by 
writing in a permanent record, 
dorsiflexion Movement of a body part backward (e.g. upward 
Sakon of welal: m 
doula A tained person who ls А supportive partner during 
labor and delivery. 
Down syndrome A congenital abnormality with specific 
physical characteristics and mental retardation; also referred to 
Ay trisomy 21, 
ductus arteriowus A fetal vessel connecting the pulmonary 
artery with the aorta; transports oxygenated blood for 
distribution to the body. 
ductus venosus ^ еш уен! tht connect the umbilical ven 
and the inferior vena cava; transports blood to the portal vein uf. 
the liver and the inferior vena cava- 
Duncan mechanism Delivery of the placenta with the maternal 
side expelled fist, 
duration of contraction The length of a contraction, measured. 
from the beginning t its completion, 
dysfunctional labor Abnormally painful or prolonged labor. 

dysmenorrhea Painful menstrual cramps. 
dyspareunia Painful intercourse. 

dyspnea Difficult or labored breathing, 

ioca Биеш or loy labor кеа delivery, of Both 0 
known as dysfunctional labor. 
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varly deceleration Periodic change In fetal heart rate pattern 
cased by head compression. Deceleration has a uniform 
appearance and early onset in relation to the maternal 
contraction 

sechyunosis A bluish black area оп the skin associated with 
bleeding into that area. 

eclampsia Severe form of gestational hypertension 
accompanied by convulsions. 

‘ectopic pregnancy Implantation of the fertilized ovum outside. 
of the uterus, 

elfacement Thinning and shortening of the cervix betore 
and during labor. 
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éffleurage A slight stroking movement of the fingertips over 
the abdomen during labor; used as a distraction for pain relief 
during contractions. 

electronic fetal monitoring (EFM) Electronic surveillance of 
{etal heart rate by external and internal methods. 
‘emancipated minor An independent person younger than 
18 years who may be married and living away from family. 
embryo Stage of human development occurring between the 
‘ovum and fetal stages, or from 2 to 8 weeks’ gestation. 
endometriosis num located outside of the utere 
‘en face A position in which parent and newborn have 
cela ehe contact within a 9- to 10inch distance. 
‘enddametrtis Infection of the endometrium 

‘endometrium Mucous lining of the ulerus. 

endarphins Endogenous opivids (morphine-like substance) 
secreted by the pituitary gland that act on the central and 
peripheral nervous systeme to reduce pain. 

engagement Descent of the fetal presenting part to al least 
zero station (the level of the ischial spines in the maternal 


pelvis) 

‘Vascular congestion and distention resulting in 
swelling of the breast tissue, brought about by an increase of 
blood and lymph supply to tw breast 
‘epididymis Coiled, oblong canal where the sperm mature and 
increase thelr motility. 
epidural block of local anesthetic into the epidural 
space of the spinal column 
(рамену Surge incision of the perineum before 

to permit delivery uf newborn without Iacerations 
tothe area, 
A congenital anomaly in which the urethral meatus 
is located on the dorsal surface of tho рет. 
Epstein’s pearls Small, white blebs (ош! on the gums and at 
the junction of the soft and hard palates; commonly seen in 


newborns, 
erythema Inflammation of the skin or mucous membranes: 
fetalls Hemolytic dia of the newbom. 
usually caused by boimmunization resultin from Ri 
incompatibility or ABO incompatibil 
Female sex hormone by ovaries and placenta. 
Conversion from liquid to vapor. resulting in loss: 
of body heat when Wet skin is exposed to the air, 
‘evidence-based practice Practice baved on scientific studies 
exfoliation The zaling ott of tawe n lyen 
expected date of delivery (EDD) Approximate date of birth 
(due date): usually determined by calculation using. 
Nigele's rule. 
‘expiratory grunting An audible noise heard during each 
‘exhalation, often indicative of respiratory distress 
Pushing out or expelling. 
‘extension Part of the birth process in which the fetal head 
Changes position from chin on the chest to chin away from the 
ез! (extension), enabling the infant's head and face to emerge 
‘onto the perineum during the normal birth process. 
external fetal monitoring Monitoring of the fetal heart by 
placing а monitor on the external surface of the maternal 
abdomen. Se là electronic fetal monitoring. 
external rotation The realignment of the fetal head with the 
Shoulders after the head is delivered, and the alignment of the 
fetal shoulders with the mother's pelvis before delivery of the 


newborn, 
‘external version the fetal presentation in the uterus, 
usually from breech to cephalic, by pressing on the woman's 


abdomen. 

inc at provides prora EET T 
machine that provides а y for 
weben. with disorders sach a mem aspiration 


syndrome. 
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fallopian tubes (uterine tubes) Tubes extending laterally from 
each side of the uterus to the ovary, through which the ovum 
travels, atter ovulation, to the uterus. 

{alse labor Irregular uterine contractions that do not result ia 
cervical dilation. They do not get longer or become stronger 
family A social group composed of parents and children living 


perse 

fetal alcohol syndrome (FAS) Disorder resulting frum maternal 

alcohol consumption during pregnancy. It is characterized by 

physical deficits and mental retardation, 

{etal attitude Relation of the fetal parts to one another. Normal 

altitude is one of flexion of arms and legs. 

fetal blood Sample of blood drawn from the 

preventing part only the hend) of the fetus during labor. 
heart rate (FHIR) Rate of fetal heart beats per minute. 

Normal FHR is 110 to 160 beats per minute. 

fetal heart ate fluctuations Tachycardia, bradycardia, 

accelerations, decelerations. or changes in fetal heart rate 

variabili 

Tela e Relation ofthe long axi o е fetus to the Tong axis 

ofthe woman, Fal i oy be legal, inem 

or obli 

oral lung sid Fluid that fils the lungs during prenatal lifo, 

expanding the alveoli and promoting normal development of 

p* position 1 front, sides. 

fetal Relation of presenting letal part tothe front, sides, 

Steck olde шети sae, 

fetal presentation The fetal body parts that enter the maternal 

pelvis firs, Three potential presentations are cephalic, breech, 

and shoulder. 

fetal pulse oximetry Fetal oxy gon saturation measured by a 

transcervical catheter positiones against ће fetal cheek; used 

when the amniotic membranes are ruptured and the cervix is at 

least 2 cm dilated. 

eloxcope A stethoscope specially adopted for etenin to fetal 

heart tones 

fetus Undelivered baby after he embryonic period uf 


development. 

Sa A blood constituent necessary (ог the formation. 
clot, 

filrocystic breast disorder Benign breast disorder 

characterized by the formation of cysts. 

fimbriae Finger-like projections at the end of the 

fallopian tube. 

flexion Normal bending forward of the fetal head (with the chin 

оп the chest) in the uterus and uterine canal during the birth 


process. 
floating А term used to describe the level of the fetal head (or 
presenting part) in the pelvis when it is above the level ischial 


spines. 

‘fluctuate Та move up or down, a» a wave. 
{allcie-simutating hormone FSH! Hormone produced 

by the anterior pituitary gland during the first half of 

e menpa суба sinit development ol the grafian 
follicle. 

fontanelle Unfused areas between fetal skull bones covered 
with strong connective tissue allows for movement of bones and 
molding during birth 

foramen ovale Opening between the right and left atria in the 
fetal heart. 


forceps A pincer instrument that is used to assist in rotating and 
the fetal head in the second stage of labor, 

foremilk Mik obtained at the beginning nf each breastfeeding 

session. See also hindmilk, 

foreskin (prepuce) Fold of skin covering the glans penis; 

removed during circumcision. 

frequency of contractions Period from the beginning of one 

uterine contraction until the beginning of the next. 

functional residual capacity (FRC) The amount of air that 

remains in the lung after о normal expiration. 

fundus Upper portion of the uterus- 


5 
gplactogogue An agent that promotes the flow of human 
breast milk. 


galactosemia An increase of galactose in the blood from a 
congenital inability to metabolize galactose into glucose. 
‘gamete Reproductive сей. The female gamete is an ovum; 

the male gamete fs а spermatoonon, 

ametogenesié The development of a sex cell such эк an ovum. 
or 


sperm, 

gate control theory Theory explaining the neur 1 

е Ыг За pa ee 

ol the pain message to the brain is blocked by distraction or drugs. 
Feeding of liquid nutrients through а tube passed into 

Momach through the nose vr mouth. 

gene Deoxyribonucleic acid (DNA) component on the 

chromosome that determines inherited characteristics 

Írom parents, 

‘code The information system in the cells that determines 
the amino acid sequence in polypeptides, This system specifies all 
of the genetic information transmitted to an offspring 
genotype Genetic makeup of an individual. 
gestation Time from conception to birth; approximately: 


AIO у Number 
аре Number of completed weeks of fetal 
levelopenent: caleulated from the first day of the last normal 
menstrual 
diabetes mellitus (GDM) Diabetes of variable. 
Severity with the onset or fis recognition during pregnancy 
(usually first noticed because of altered carbohydrate 
metabolism). 
gestational hypertension (GH) A hypertensive disorder of 
pregnancy or the paerpertum, characterized by hypertension, 
proteinuria, and edema Tt includes preeclampsia and eclampsia 
‘gestational disease Disorder classified as two 
types: benign and malignant (hydatidliorm mele). 
GIFT (gamete intrafallopian transfer) A type of assisted 
reproductive technology. 
talon rate (GFR) Amount of plasma filtered by 
glomeruli of both kidneys per minute. 
Blucosuria Presence of glucose in the urine, 
gonads Male and female sex organs (testes and ovaries). 
grafian follicle A mature follicle (containing а near-matuv 
пушт) of the ovary to be released; secretes estrogen. 
‘grasp reflex The newborn's ol grasping lightly when 
the palms of hands are stimulated (by pressure) 
gravida Woman who is or has been pregnant, regardless 
of outcome. 
elded imagery A бит Ө а обу therapy hat we о 
‘make beneficial changes in the body by repeatedly visualizing 
them: a technique that uses the imagination to think of a pleasant 
experience as a distraction to labor pains. 
gynecold pelvis A female pelvis in which the inlet ts round, 
The art und science of caring for a woman with 
a disorder of the female reproductive tract and associated 
structures, 
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‘habituation The newborn's natural ability to diminish 
responses to specific repeated stimuli, 

heel stick A method for obtaining a blood specimen by 
puncturing a small capillary іп the sewborn’s heel with 

з sharp microlancet. 

HELLP syndrome An acronym for a variant of gestational 
hypertension involving Hemolysis, Elevated Liver Enzymes, 
and Low Platelet count. 

hematoma А collection of clotted blood in a confined space 
usually caused by breakage of a blood vessel 

hemolysis The abnormal destruction of a red blood cell and. 
liberation of its hemoglobin 

hemorrhage An abnormally excessive loss of blood, 

herbal medicine The use of plant material to promote healing. 
and recovery from disease, 

herpesvirus A virus that causes an infection and is spread by 
sexual contact 

‘hindinitk The milk an infant obtalny after inl minutos of 
brvastleeding; contains a higher (at content than foremilk 

and is most hunger relieving, 

holistic health care The comprehensive physical, emotional 
spiritual, social, and economic care af а person 

Homans sign Pain or tenderness in the calf of the leg on 
dorsiflexion of the foot: an indicator of thrombosis or 
thrombophlebitis. 

homeopathy Health care practice based on the premise that 
illness is an energy tnbalance: uses plants, herbs, and minerals 
that are thought to stimulate the immune system ta deal with 
‘specific health probleins. 

hormone А chemical substance originating in а gland or organ 
that is carvied by the blood or lymph to another organ or lise 
Where it acts as a stimulator or accelerator 

hormone therapy IHRT) Use ol estrogen and 
progestin fo decrease the symptom of menopause and help 
prevent osteoporosis 

hot flashes. Vasomotor changes related to menopause, resulting. 
in feeling warm or sweating. 

hotlines Telephone lives used to help in emergency maternal or. 
infant cary, 

‘human immunodeficiency virus (HEV) Virus that causes 
acquired immunodeficiency syndrome (AIDS) 

hydatiditonn mole A gestational trophoblastic disease that 
occurs when the chorionic villi form grapelike clusters und. 
pregnancy duss nol progrims: may be precancerous; also known 
as а molar pregnancy. 

dronurlos Excessive amounts of amniotic fluid: also known 
as polyhydramnios 

hydrocephalus An abnormal condition in which there ie an 
excessive amount of cerebral fluid within the brain cavities 

or surrounding the brain, or both 

Inydrops tetalis Massive edema of the fetus caused by 

К inemia. 

hydrotherapy Therapeutic use of water to promote 
relaxation, 

hyperbilirubinemia Facessive amount of bilirubin in the 
blood; indicative of hemolytic disorder caused by blood 
incompatibility, intrauterine infection, septicemia, and other 
disorders, 

hyperemesis gravidarum Excessive vomiting during 


pregnancy. 

Ап excess amount of glucose in 
the blood, 
hypertonic uterine Uterine contractions during 
labor that are frequent, painful, but poorly coordinated 
and nonproductive. Uterus may remain tense between 
contractions, 


ig 


Decrease of carbon dioxide in the blood 
а» a result of rapid and deep breathing, Relief may result 

from rbrething i a paper bag or inin ones cupped hands 
to replace the carbon dioxide "blown off” during 
hyperventilation. 

boca An induced ato sep involving an echoed s 


жен Low alum lev ia Hood. 
hypoglycemia Low glucose level in the blood. 

hypospadias A congenital anomaly in which the urethra opens 
оп the lower surface of the penis. 

hypotension Low blood pressure. 

hypothermia Below normal body temperature. 
‘hypotonic uterine dysfunction Contractions of the uterus 
during labor that are too weak to be effective: often occurs with 
uterine overdistention, 

‘hypoxia Reduced availability of oxygen to the body tissues. 
hysterectomy Surgical removal of the uterus, 


' 
icterus neonatorum Physiologic jaundice of the newborn 
immune response Reaction of the body to foreign 
substances or substances the body interprets as 
being foreign. 
immunodeficiency Decreased or compromised ability 
to respond to antigenic stimuli by production. 
нето antibodies. 

immunoginbulin Closely related, although not identical, 


pable of acting as antibodies. 
panty Proce by ‘which the conceptus attaches to the 
uterine wall. 


aa Тыышу of the eae ache се malen эв 
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incompetent cervi А cervix that is unable to remain closed. 
during resulting în spontaneous abortion. 
Increment Increased intensity of a uterine contraction. 
Induction of labor Artificial initiation of labor. 

infant mortality rate Number of deaths per 1000 lve births that 
‘occur within the first 12 months of life. 

infants of diabetic mothers (ПОМ) Infants born to mothers 


‘who have diabetes. They often have health problems such as 
macrosomia and hypoglycemia and require close nbservation 
эбет birth. 


infenility Diminished ability or inability to conceive. 
health care A combination of complementary and 
alternative therapy with traditional medicine to facilitate 


healing, 
Wntensily lof contractions) Strength of contractions. 

Internal fetal monitoring Sce electronic fetal monitoring, 
internal os An inside opening; the opening between the cervix 
and uterus. 

internal rotation The tuming of the fetal head until the occiput 
is directly under the maternal symphysis pubis in preparation. 
for birth of the head. 

intrapartum The time from the onset of true labor until the birth 
nf the newborn and delivery of the placenta, 

intrauterine device (IUD) A mechanical device inserted in the 
‘uterus to prevent pregnancy. 

rase on ОШ Failure 
ofa fetus to grow at the 

waere hemorrhage (VH) Bleeding within the 
ventricles of the brain- 

nvolution Return of the reproductive organs to the 
nonpregnant state after the termination of pregnarwy. 


isoimmunization The in which the Rh-negative 
woman develops antibodies against the Rh-positive fetus she is 


TVF (n vitro fertilization) A type of assisted reproductive 
technology. 


J 


jaundice Yellow pigmentation of the skin in response to 
excessive bilirubin in the blood. 


к 
kangaroo care A method of care that uses skin-to-skin contact ol 
the newborn and parent to warm and calm the newborn and 


promote bonding, 
karyotype An arrangement of a set of chromosomes in a 
standard order, 

exercises Conscious tightening and relaxing of the 
ee e e 


Kenticterus Accumulation of unconjugated bilirubin in the 
brain, resulting in brain damage- 
kilogram (kg) 1000 g or 2.2 lbs 


t 
labor V em A r io arpin ea ga 
expelled from the maternal uterus: also called pwrturtion and 


childinrth. 
lacerotion Tearing of tissue; during labor, tearing of vulvar, 
vaginal, and. ly rectal tissue as newbom is bom, 
lactation Process of producing supplying breast milk. 
lactose Intolerance Inherited absence of the enzyme lactase, 
resulting in the inability to digest milk and milk products. 
Lamaze technique A technique taught in childbirth education 
Чам» that teaches women ways to decrease their perception of. 
during the childbirth experience. 

Fine, downy hair found on the fetus and parts of the 

newborn after birth, 


Varge-for gestational-age (LGA) newborn. Newborn of any 
weight who falls above the 90th percentile on the intrauterine 
growth curve. 
lachten technique The grasping of the entire areola of the 
nipple in the newborn's mouth to enable effective breastfeeding. 
Jate deceleration A decrease in the fetal heart rate thal occurs 
After the асте of a uterine contraction. 
Jecithin/aphingomyetia ratio (US ratio) Chemical сот 
of surfactant, A 2:1 ratio determines the maturity of fetal hangs. 
leiomyoma А benign uterine fibroid tumor. 
Leopold's maneuvers A series of four maneuvers (abdominal 
palpation] designs io provide а руна approach lo 
determine fetal presentation and 
letdown rele Кеше of mi мю he breasts i response o 
stimulation. 
Jetting go A phase of material adaptation that involves 

Hon of а new role эв а parent 
bido Sexual drive, 
Relation of the long axis of the fetus to the long axis of the 
pregnant woman, The fetal lie may be longitudinal, transverse, 
or oblique. 
lightening Moving of the fetus and uterus downward into the 
pelvic сауну; 
local 


ent 
"Insertion of a local anesthetic agent to numb. 
the area before performing an episiotomy or suturing а 
laceration. 

Jochía Uterine (vaginal) discharge after delivery, typically 
lasting 3 to 6 weeks 


Jochia alba Whitish yellow discharge, typically seen 10 to 
21 days) 


lochia rubra Bright red vaginal discharge, typically seen 1 to 


ordosis. Abnormal anterior curvature of the lumbar spine. 
Junar month A period of 28 days (4 weeks). 

luteinizing hormone (LH) One of the gonadotropic hormones 
produced by the anterior pitultary gland that stimulates 
development of the corpus luteum. 
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macrosomia Abnormally large fetal size; newborn weighing 
тоге than 4000 (В Ibs, 13 oz) 

male condom See condom. 

managed care А system of health care delivery that has 
contracted services and cost containment with prescribed 
membership. 

massage Therapeutic stroking of the body. 
mastectomy Surgical removal of the breast 

mastiti» Acute inflammation of the breast 

‘maternal mortality rate Number of maternal deaths within 
42 days after giving birth per 100,000 live births- 
maternity care Care of the childbearing family. 


mechanism of labor A series of passive movements undergone 
by the fetus in passing through the birth canal. 
meconium First. black, viscid stool of newborns: 


contains mucus, bile, and epithelial shreds. 
meconium syndrome (МАЗ) Aspiration 
‘of meconium by the fetus in tem or during the birth 


process. 
eee, Reduction cell division in gametes (ova and sperm) 
that halves the number of chromosomes in each cell. 
menopause The permanent cessation of menses. 
menorrhagia. Excessive bleeding during mentes 
menses See menstruation. 

menstruation А cyclic sloughing of uterine liring 
meridians Conceptual channels along which chi energy tows in 
thw body; used In acupuncture and acupressure, 
metrorrhagia. Bleeding trom the uterus between menstrual 


microcephaly tal anomaly in which the head of the 
newborn is abnormally small. 

milia Tiny white or cysts that Ina few weeks, 
соеп over te bridge of tha nosa, chin, and chee of 


fallen Small red papules on the skin caused by obstruction 
of the sweat glands 
mllk-ejection reflex Release of milk from the alveoli into the 
ducts; also known as letdown reflex, 
miscarriage A lay term for spontaneous abortion. 
mitosis Type of cell division in somatic cells in which each 
daughter cell contains the same number of chromosomes as the 
parent cell. Ht is the process by which the body grows and by 
wc cel are replaced. 
mitielschmer nal pain occurring at the time of 
ovulation, 
molding Shaping the fetal head by overlapping of the cramat 
bones fo facilitate movement through the birth canal during 
labor 
mungolian spots Benign bluish pigmentation over the lower 
back and buttocks that may be present at birth, especially in 
dark-skinned newborns. 

twins Twins who develop from one fertilized 
ovum; identical twins 
Montgomery's tubercles Small glands situated on the areola 
around the nipple. 
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morbidity The state of being sick or diseased. 
mortality Pertains to death rate. 

morula Development stage ofthe fertilized ovum in which there 
isa solid mass of сей». 

‘multifetal pregnancy Pregnancy involving mare than one fetus. 
(ep. iui она ipe epa 

multigravida А woman who has been pregnant two ог more 
times, 


А woman who has delivered two or more babies after 
the period of viability, regardless of whether the babies were 
alive or stillborn. 
‘mutation A permanent and transmissible change in a gene 

‘A guide for healthy daily food choices. Specific 
Information is available at http:/ /www.mypyramid gov. 
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Nigele' nile Method to calculate the date of birth; 
‘count back 3 months from the first day of the last menstrual 
cycle, and add 7 days. 

narcotic antagonist А compound, such a» naloxone (Narcan), 


that is used to roverse the effects of narcotics 

nares Nostrils. 

nasal flaring, Widening of the nares on inspiration. 

natural alternative care Practices, including self-care, 
ишиц, and prayer; hat miny promote hal uti nit 
rooted in evidence-based research, 

necrotizing enterocolitis INEC) Acute inflammation of the 
bowel that lends to necrosis. 

‘neonatal sepsis. An infection that spreads from 4 local site to the 
bloodstream initiating a systemic response in а newborn 
younger than 1 month. 

neonate Newborn from birth through the first 28 days of ite, 
nesting Enclosure of newborn in a той to increase. 
feeling of security, 

neutral thermal environment Environment in which the body 
temperature is maintained without an increase in oxygen 
consumption or metabolic rate. 

Numine papar est (ве of Nirezine paper to manure рі in 
assessing the presence of amniotic th 

‘nonnutiitive sucking Sucking activity that is not related to the. 
intake of nutrients. 

‘nonreassuring heart rate 
indicates fetal distress, 
absence of variability 


A fetal heart rate pattorn that 
late decelerations, bradycardia, or 


nonshivering thermogenesis Heat production without 
shivering by oxidation of brown fat, 

‘nonstvess lest INST) А lest used to assess the response of fetal 
heart rate to movement. 

nuchal cord. Term used to describe the umbilical cord when it is 
wrapped around the fetal neck. 

nuclear family Family consisting of parents (husband and wife] 
элё their dependent children 

nursing care plan А care plan containing specific patient data 
that is designed to identify, prioritize, and manage problems 
‘encountered with nursing interventions. 

nursing process A series of steps describing а problem- 
solving approach nurses use to identify, prevent, or treat 
actual or potential patient problems. It includes. 

assessment, nursing diagnosis, planning, implementation, 

and evaluation. 
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Финн The art and science of caring for a woman daring 
pregnancy, labor, and puerperium, 

occiput The back part of the head. 

oligohydramnlas A decreased amount of amniotic fluid. 
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'ophthalimia neonatorum Purulent infection of the eye or 
onjunctiva of the newborn. most often caused by gonococci or 
Chama organisms. 
'episthotonos Extension of the neck with an arched back. 
associated with central nervous system problems in the newborn. 
‘opportunistic infection Infection in which organisms that do. 
not usually cause disease become pathogenic (euch as 
Ринку cari pneumonia) 

4OCs) Birth control pills that inhibit 
E comme progestins alone or in combination with 


Gree theory A stare theory of nursing that emphasizes 
purposeful actions to promote lite and well-being. 


orgasm ‘The climax of sexual intercourse. 
‘orthostatic hypotension Decrease in blood pressure when 
shifting to sitting or standing from a lying down position. 
‘Ortolani’s maneuver An awseement maneuver that ix 


performed on the newborn to detect congenital hip dysplasia, 
‘steoporosis. Increased spaces (porosity) in bone. The process 
greatly accelerates after menopause, 

‘ovarian cycle Depicts the changes the follicle undergoes. There. 
treo phases In the 28-day eyele: he folicular phase (days o 
24) and the luteal phase (days 15 (о 28). 

ovulation The maturation and release of the ovum from the 
ovary: 

ovum (ph ova) Female gamete, of sex cell 

oxytocin Hormone produced by the posterior pituitary that 
stimulates uterine contractions and the release of milk in the 
mammary gland by the letdown reflex, 


P 
paced breathing Learned breathing technique uses during labor 
‘contractions to promote relaxation and 2 

Txamination performed by touching and exploring 
‘with the hands, 
Tapanicolanu (ap) test ismear) Cytologic tet of cervical cell 
used as a screening test for: cancer, 
para The number of pregnancies that have reached the age of 
Viability, 
‘paracervieal block Injection of local anesthetic into the lower 
uterine segment near the outer rim of the cervix. 
parametritis An inflammation of tissue adjacent to the uterus, 
parity (para) Number of pregnancies reaching viability 
fegardless of the euteume 
parturition Childbirth. 

Transfer of antibodies 


acquired 
(imevussoglobulin С) from the mother to the fetus in utero. 
patent ductus arteriosus Congenital heart disease resulting 
When the opening between the pulmonary artery and the aorta 
does not close after birth 
pelvic inflammatory disease (PID) Infection of internal 
reproductive structures and adjacent tissues usually caused by а 
sexually transmitted infection. 
pelvic tilt exercise An exercise to strengthen abdominal 
‘muscles and reduce backache: often used during pregnancy. 
penis The male organ of copulation and reproduction, 
| mortality rate The number of neonatal and fetal 
дем» per 1000 live births 
perineum Floor of the pelvis; arva of tissue between the anus 
апа vagina in the woman and between the anus and scrotum in 
the man. 
periodic abstinence Refraining from sexual intercourse at 
specified intervals of time. 
detail ча progressioni of monies entrection and 
relaxation, propelling the contents through а tubular organ. 
phenylketonuria (PKL) A metabolic disorder caused by an 
inborn error of metabolism of the amino acid phenyl-alanine, 
VE PKU remains untreated, mental retardation occurs- 


phimosis Tightening or narrowing of the foreskin on 
the penis 


Treatment of jaundice by exposure to light rays; 

used to aid bilirubin clearance. 

pica Consumption of substances ordinarily considered inedible 

leg. laundry starch or red clay) 

placenta Flat, vascular structure that connects the fetus to the 

uterine wall for gas and nutrient 5 also known as the 
p exchange; 

placenta accreta А placenta that is embedded into the uterine 

muscle, resulting in failure to separate and be expelled during 

the third маде of labor. 

placenta previa Abnormal implantation of the placenta in the 


lower uterine 1 
А disconnection of the placenta from the 

uterine decidua in the third wtage of labor. 

polycythemia An excess of red blood cells. 

polydactyly Presence of extra fingers or toes. 

polyhydramnios Excessive amount of amniotic fluid; also 

called eee. 


position Se fetal position. 
postpartum Afer childbirth or delivery. 
postpartum blues. А onpsychotic depression occurring within 
2 weeks of delivery. 
postpartum, A weakened condition of the mother alter 
the birth of her infant because of the failure to rest and adjust to 
the postpartum phase. 
postpartum hemonhage Low ut 00 mL ox more af blood aar 
vaginal 
posite newba А newbom who has completid 42 weeks! 
gestation or mone. 
precipitate labor A rapid progression of labor that lasts ess 
than 3 hours. 

care Health care and screening before 
pregnancy; can identify medical risks or lifestyle behaviors that 
can be befor conception, 
preeclampsia Hypertersive disorder of prognancy or the 
‘puerperium with the throe cardinal signs of hypertension, 
edema, and proteinuna 
2 А woman who had diabetes before. 


Phat eec sire Jak el ido ti 
Occurs 42 hours or more before the onset of labar 
premenstrual dysphoric disorder (РМР A marv avere ype 
‘of premenstrual syndrome, 

premenstrual syndrome (PMS! Cluster of sym pu 
experienced by some women. It typically occurs from a few days 
to 2 weeks before onset of menses. 

prenatal Occurring before birth. 

presentation Suc fetal presentation, 

presenting part That part of the fetus улу closest to the intemal 
о» of the cervis. 

preterm labor The onset of labor between 20 and 37 weeks! 


preterm newbom Newborn hom before the end of 37 weeks! 
gestation, also called premature newborn. 
Primigravida А woman pregnant for the first time, 
primipara А woman giving birth to her first child at age oF 
Viability. 

Progesterone A hormone produced by the corpus luteum, 
adrenal cortex, and placenta that stimulates the growth of the 
endometrium for implantation, develops mammary glands, and. 
maintains the pregnancy- 

‘prolactin A hormone secreted by the anterior pituitary that 
stimulates and sustains lactation. 

prolapsed umbilical cond Umbilical cord that becomes trapped 
în the vagina before the fetus is delivered. The cord is beside or 
abead of the presenting part. 


prophylactic eye care Eye medication administered to the 

‘newborn at birth to prevent neonatorum. 
Protection from or | чаени. 

prostaglandin (PGE:) Substance present in many body tissues 

that has a role in many tract functions. 

rere Bed A Diod би нс ا‎ 


method Sor Lamaze technique. 

Period of sexual maturation accompanied by the 
development of secondary sex characteristics, 
pudendal block Anesthesia injected around the pudendal 
nerve for pain relief. 

fever A maternal temperature of 38° C (1004* F) or 
higher on any 2 of the first 10 postpartum days, excluding the 
first 24 hours. 
puerperium The period after delivery until complete involution 
of organs (eg. uterus): usually 6 weeks; also called 
ронун period, 
aon А blood clot that obstructs a vessel in the 


—— ‘Opposition resistance) to blood 
Fow inthe blood vessels of tho feta unge 

pulse nter Equipment tat meteurt he level of blood 
eygen sanurtion by a senso placed om the skin. 


о 
‘The fist fetal movements felt by the mother, 
usually between 16 and 20 weeks of pregnancy. 


я 
radiant warmer A newborn bed that supplies overhead heat to 
provide a stable thermal environment while providing open 
access for care, 
radiation Heat loss that occurs when heat transfers to cooler. 
surfaces and objects nor in direct contact with the body, 
radioimmunoassay A very vensitive method of determining the 
concentration of substances (hormones) in blood 
тезөчил heart rate pattern А fetal heart atv that reflects 
adequate fetal oxygenation. 
REEDA scale A mnemonic used in wound healing or 
inflammation. It includes Redness, Edema, Ёссһутов», 
. degrees of 

‘A treatment that applies varying degrees. 
рше to diferent parts of te body, comanonly the hands ant 
evt Practitioners believe that ons (of organe and eyes 
used to promote body function run along the body and terminat 
їп the hands and feet. 
respiratory distress (RDS) Inability of newborn, 
especially preterm newborn, to maintain adequate respiratory 
effort, resulting from insufficient surfactant in the lungs. 
retinopathy of prematurity (КОР) Retinal damage and 
blindness in the preterm neonate resulting from exposure 
to high oxygen concentrations: also known as retrolental 
ibroplasia. 
retraction Abnormal "sucking in" of the chest wall during 
inspiration; also, the pulling back of the foreskin over the glans 


[аю өре te urinary пеш. 
factor Ап inherited antigen present on erythrocytes, The 
individual with the factor is referred to as Rh positiv (Rh+), and 
an individual without the factor is called Rh negative (АЛ- 
WhoGAM Rh (D) immune globulin given afer delivery o am 
Rh(-) mother of an Rh(~) fetus to prevent the maternal Rh 
immune response. 
rhythm method Ser calendar method. 

reflex An infant's reflex to turn head and open lips to 
Suck when one side of the mouth or cheek is touched. 


== | 


rubella (German measles) An acute infection that can cause 
serious anomalies in the developing fetus, 

тирае Folds of mucous membranes on internal surfaces such as 
the vagina, 


s 

Sacral pressure A complementary therapeutic technique that 
ا‎ in pain 
management during 

‘salpingitis Infection of the fallopian tubes. 

satiety А feeling of being full to satisfaction. 

‘Schultze mechanism Delivery of the placenta in which the fetal 
side of the placenta is expelled first 

screening Multiple tests performed to rule out common. 
abnormalities known fo cause physical or mental disability 
semen Thick, whitish fluid ejaculated by the male during 
orgasm and containing spermatozoa; the transporting medium 
dor sperm. 

sex chromosomes Chromosomes 
determination. Females have two X 
have one X and one Y. 

sexuality Refers to sexual behaviors and attitudes in the male. 
and female. 

ру tented flection (PT Icons caua 
transmitted by direct contact (ordinarily by sexual activity) 
with an infected 


Vaginal discharge 

RET ind dori cn mà 
hemoglobin, resulting in а sickling of red blood 

Ma RUN А rent Vitr bulb Bal corem Vu I Î 
perineal area only. 

Skene's lands Two glands opening rear the meatus of the 
female urethra. 

small forsestational-age (SGA) newbom Newborn whow 
жийи al Below te ТО perte о hens рон 


onsible for sex 
somes, and males 


nega An accumulation of chere a secretions that may be 
found under the fareskin of the penis and around the labia minora. 
soma cells Body cells. 

spermatogenesis Formation of male fame (sperm) in the 
testes, 


spermatozoon (pl. spermatozoa) The male reproductive cell 
(sperm) consisting o a hend, or nucleus, and а flagellum, ос tall. 
spermicide An agent that kills sperm. 

spina bifida. A congenital detect involving failure in closure ot 
the bony spinal canal. 

spinal block Injection of a local anesthetic agent directly into the 
spinal fluid in the spinal canal; used In vaginal and cesarean births. 
spinnbarkeit Refers to the elasticity of the cervical mucus 
that is present at the time of ovulation. 

spontaneous abortion An abortion that occurs naturally; also 
called a miscarriage 

standards uf care A statement of minimum safe care or conduct 
expectations determined by a professional organization. 
station Relation of the presenting fetal part to the pelvic ischial 
spines of the birth canal. 

sterility Inability to conceive. 

sterilization A process of permanently removing the ability ts 


luce. 
Sinh The Birth of a des newborn 

strabismus A turning inward (crossing) or outward of the eyes. 
stress incontinence Involuntary loss of urine that occurs in 
situations such as sneezing or coughing. May be indicative of 
pelvic floor dysfunction. 

striae gravidaruin Irregular pinkish or purplish streaks (stretch 
marks) resulting from the stretching and fearing of connective 
бие during pregnancy, They F appear on the 
abdomen, breasts, and thighs. 


p= 


subinyolution Delay of a structure (e.g. the uterus) to return to 
lus normal size after enlargement (e, pregnancy). 
supine hypotensive syndrome Lowered blood pressure and 
decreased pulse in the supine position resulting from 
compression of the inferior vena cava by pressure of the 
gravid uterus. 
‘surfactant A substance formed in the lungs that reduces 
surface tension and helps keep the alveoli (air sacs) 
expanded and not. 
suture Junction of the cranial bones. 
method A contraceptive technique that 
basal body temperature with the cervical mucus. 


tyly Webbing between two fi 
two: or toes so that 
10 ux es 
дс vascular resistance Opposition to blood flow in 
various vessels of the body. 


ce in control over her 
ody and some responsibility for newborn care. 

in First phase of matemal adaptation during which 
the mother passively accepts care (dependency) far herself 


amd her newborn. 
teratogen (teratogenic agent) An agent or substance that 
gauses abnormal development of an emi 


Vira newborn А newborn born between 


gestation. 
testosterone A male hormone. 

‘therapeutic insemination A technique used to promote. 
pregnancy in an otherwise infertile couple. 
‘thermoregulation Maintenance of body temperature within 


and 42 weeks” 


norma) limits, 
thrombophlebitis. Inflammation of a vein related to the 
formation of the thrombus (clot). 

thrambus Blood clot obstructing а blood vessel If detached, 
JE becomes an embolus and can occlude а vessel at a distance 
rom the original эйе, 

Voxolytic ayent Drug that inhibits uterine contractions; 
commonly used with labor involving preterm newborns, 
tovoteamsducer Electronic device used for measuring uterine 
contractions. 

TORCH Ап acronym that өкі а group of infections that 
‘represent potentially severe problems during pregnancy: 
Toneplasmosls, Other" intone, Rubella, Cytomegalovirus, 
and Herpesvirus. 

ломе shock syndrome (TSS) Infection 


fominantly caused 
by Stans sues found primarily т women of 
reproductive age who use tampons. 
‘A parasitic infection acquired by contact with ent 


feces and transmitted through the placenta, causing fetal 
abnormalities 
fransculanenus electrical nerve stimulation (TENS) A form of 
energy therapy that emits low-level current to a body area; used 
to prevent nausea and other problems. 

transition The last phase of active labor, from to 10 cm cervical 
dilation, which is usually characterized by intense maternal 
discomfort. 

translocation Alteration of a chromosome by transfer of a 
portion of it either to another chromosome or to another portion. 
of the same chromosome. 

transplacental Across the placenta, such as the exchange of 
nutrients, waste products, and hormones between mother 
and fetus. Drugs can also cross the placenta and be harmful 


trial of labor A period of labor under close monitoring for 
complications in high-risk pregnancies. 
trimester А 3-month period representing one third of the 


me. 
trophoblast The outer layer of the blastoderm that will establish 
the nutrient relation with the uterine endometrium, 

‘rue labor Uterine contractions with the intensity to cause 
effacement and dilation of the cervix. 

tubal ligation Permanent blocking of the fallopian tube for 
Purpose of sterilization 

tympanic membrane sensor A device used to measure 
temperature by inserting o covered plastic probe into the 
auditory canal. 


у 

ultrasound Use of high-frequency sound waves that may be 
dirveted, through use ol a transducer, into the maternal 
abdomen: used in fetal assessment, 

‘umbilical cand Cord containing two arteries and one vein that 
connects the fetus with the placenta, 

umbilicus The nave | "e 

uterine dysfunction. А labor pattern that interferes with the 
normal progress of cervical dilation, 

uterine rupture A tear in the uterine wall 


v 

vagina The canal from the vulva to the corvix of the uterus 
birth after cesarean (VIAC) A labor management 

approach ot providing close monitoring and support to 

“encourage vaginal delivery and reduce the rate of cesarean births. 

aonb ho Epua spieta onic 

by holding one's breath and pushing against the 

Variable deceleration А transient decrease in the fetal heart rate 

before, during, or after a utoritw contraction. It ts usually 

associated with a hoart acceleration before and/or after the 

deceleration 

variability Normal irregularity of fetal cardiac rhythm; short- 

term beatto-bwat changes: long-term rhythmic changes or waves 

fram the baseline (usually 3 to 5 beats per minute). 

Variances Deviations fram an expected outcome in the expected. 

diria рий мау of a medial diagnosis 

в dalarea Duct ht rapport serm Koln ho iei vo 1h 

urethra. 

vasectomy Tying or ligating of the vas deferens to prevent 

passage ol sperm, thereby preventing р! r 

vasoconetrictlon Narrowing of the blood v 

vernix caseosa A protective, cheese-like, whitish coating found 

їп varying quantites on the skin of the newborn. 

vertex The top of the fetal head, between the anterior and 

posterior fontaniles. 

‘ability. Ability to live outside of the uterus. The minimum age 

ef viability of a fatas i дейме à20 weeks’ gestation, 

viscosity State of being thick and slow flowing, or thin and 

ranny: compares the rate of flow of liquid through a tube, such as 

blood through blood vessels. 

Vulva The external female genitalia lying below the mons pubis. 


w 

Warm lines Telephone advice lines that provide communication 
‘with the patient at home in non-urgent situations. 

Watsan’s theory А theory emphasizing the importance of 
casing and а holistic артисі, 

Wharton's jelly Yellow-white gelatinous material surrounding 
the vessels in the umbilical cond. 

womb Lay term for the uterus, 


z 
‘zygote A fertilized ovum (ерд): cell produced by mom of he: 


А 
Abbreviations 
to avoid, 420r 
commonly used, 421 
dangerous, 420 
до noi use list of, 420! 
АВО incompatibility, 288-259 
‘Abortion, 44, 250-252 
classification of, 250-251 
lective, 363 
management of, 250-251 
spontaneous, 2517 
management of, 252 
types of, 2521 
‘Abril placentas, 256-257. Se alia 


assessment of, 256-257 
complications of, 256 
management of, 256-257 
placenta previa v, 2567 
preeclampsia and, 260 
types of, 287, 287 
Abstinence, 373 
Acceleration, 123 
Acceptance. grief stage ol, 276 
Accessory glands, 26 
ACHES, 3610 
Adini, 22 
Acme, 97 
Acquired conditions in newborn, 320-341 
So also specific conditions 
соттоп, 324-332 
Acquired immunodeficiency syndrome 
(AIDS), an, 
 Acrocyanosis, 140, 1710 
‘Acupressure, 409 
ontraindications to, 409 
definition of, 409 
goals of, 408 
performing, 409 
side effects of. possible, 409 
Acupuncture, 408-410 
contraindication to, 410 
definition of, 402410 
goals of, 410 
410 
side effects of, posible, 420 
ADE, Sev Adverse drug event 
Adinission assessments, pharmacologie 
pain management and, 17h 
Adolescent(s) Sar also Pregnant 
adolescents 
community Influences on behavior ol, 
эзе 
confidentiality and, 358 
contraception and, 362 


в indicates boxes, f indicates illustrations. 
ard f indicates tables. 


Adolescents) (Continued) 
date rape prevention and, ЗЗА 
development, 355-357 
early adolescence, 356 
fathers, 359-360 
interviewing, 363b 
during labor, care of, 360 
late adolescence, 336-357 
legal considerations for, 3626 
middle adolescence, 386 
nurs as counselor for, 3640 
ав obstetric patient, 355-343 
parenting, 3571 360-36 
problems, coping with, 36i 
sexual activity in, 3871 
‘STIs in, 361-362 
teaching sessions for, 363) 
UTIs in, 361-362 
ADU. See Automated drug dispensing 
unit 
Adverse drug event (ADE), 7 
Advice wlephone lines, 25 
Mebrile, 232 
AFL See Amniotic fud index 
АЕР. Sie Mpha-fetoprotein test 
African Amvrican cultural beefs, 12¢ 
labor and delivery, 108 
Afterpains, 228 
AGA. би Appropriate kr guage 
‘Age of viability, 37 
AIDS. See Acquired immunodeficiency 
syndrome 
Allopathic care, 407 
AAlpha-fetoprotein test (AFP), 671 
Alternative health care practices, 14, 365 
Alternative therapies, 14,407, Ser al 
Complementary and alternative 
medicine 
Alveoll, 22 
Ambulation. rhum, 240 
—— 
American Indian cultural considerations, 
for labor and delivery, 108! 
‘Amniocentesis, 64, 67t, 6f 
Amnioinfasion, 127-128, 294 
oligohydramnios, 294 
Amnion, 32-33 
Amniotic cavity, 32 
‘Amniotic fluid, 32-33 
embolism, 46 
functions of, 32-33, 338 
Nydramnios, 32-33, 293-294 
monitoring status of, 127 
oligohydramnios, 32-33, 294 
testing for 
purpose of, 125 
steps in, 128 
Amniotic fluid Index (AFD, 67t 
Amniotomy, 290 


Analgesia, 152 
BP, maternal and, 1576 
КУ sid, ey а 
аруа syndrome of pregnancy. 
ме 


22, Ser айе Pelvis 


sickle cell, 267-268 
Anemia in pregnancy, 266-268 
Anesthesia, 150-155, 18e 

general 155 

headaches with, 155 

perineal topical application of, 241 

pregnancy and, physiology of, 151-135 

gional, 183-155, 154 

nurse's role in, 155 
side effects o, 155 
toxicity with, 155 
Anger, grief stage of, 276. 
Antepartum care, adolescent, 360 
‘Anterior position, fetal, 93 
Anthropoid, 21-22, 227 Ser also Pelvis 
‘Anite соншама prega, 
2 
Aortocval compression, 151 
‘Apgar score, 140, 1401 
‘Apnea monitoring, 368 
Appearance 

newborn's general, 167-168 

during pregnancy, 35 

SGA nnd physical, ЭМ. 

Appropriate for gestational age (AGAI 
303, Sev also Gestational age 

‘AquaMEPHYTON, 188 

‘Arabic, glossary of symptoms in, 
425-407 

Arabic cultural considerations, for labor 
and delivery, 106r 

Armenian, glossary of symptoms ls, 
425-07 

AROM. Sar Artificial rupture of 
membranes 

‘Aromatherapy, 317, 410-411 

contraindications to, 410, 410+ 

definition ot, 410 

goals of, 410 

performing, 410 

side effects of, possible, 411 
ART. Sie Assisted reproductive 

-hnology. 
Artificial insemination, 386 
Artificial rupture of membranes (AROM 
о 

Asian cultural beliefs, 122 

Assisted reproductive technology (ART 
legal ethical factors in, 385 
procedures, 385-386 


вр 


— 
vacuum extraction. 292-293, 293 
Attachment. Sec als; Parent-newbomn 


bonding. 
high-risk pregnancy and delayed. 250 
postpartum ‘of, 241-245 
Alignientaton of abor, 289-251 
oxytocin, 290-201 
Automated drug:dispensing unit (ADU), 
7 


‘Autosomes; 29-30. 
Awake state, of newborn, 179 


B 
Tobinski's reflex, 180 
Bactorial vaginosis (DV), 273-274, 4011 
Bacterlüria, 272 
assessment of, 272-27) 
management of, 272-273 
Bar code medication administration 
(BCMA), 7 а 
Bargaining. grief stage ol, 276 
Basal body temperature (BTT): 373 
MN adipose tissue 
‘of newborn, 192-194 
purpose oí, 193 
steps for, 193 
during pregnancy, 66-69 
BCMA. Soe Bar code medication 
administration 
Bowamethasone, 282 
Billings method, 373 
Biofeedback, 411 
contraindicationa to, 412 
definition of, 411 
EE 
үтү, 411 
side e pon, E 
Biophysical profile (ВРТ), 67 
Bioterronwm exposure during pregnancy, 
275,279 
тик 


determining date of, 44 
impending, 1335 
Te r 
{infection prevention] control in, 1298 
Joss of expected birth experience, 
275-276 


nursing responsibilities during, 138 
physical care during 129-122 
пите role in, 129 


provision of care during. 133-138 

psychological support during, 12-132 
‘nurse's role in. 129 

water, 132, 1336 188“ 


Birth centers, 2 
"when to go to, 110-113 
Birth certificates, 187 
Birth defects, 320 
blood, 321. 
chromosomal disorders, 321-322 
classification of, 321b 
of, 321b 
malformation, 321 
metabolic, 321, 322-324 
perinatal injury, 321 
Birth rate, 7 
айшык O 
Birth settings, 2. 106-107 
birth cnt, 2 
eestanding centers, 107 
home birth, 2, 107 
in-hospital birthing rooms, 107, 107f 
LDR room, 2 
Birth weight, gestational age and, 
304-313, З05у, 3066 
Bishop score, 290, 2904 
Bladder 
distended, signs nf, 2325 
postpartum changes in, 232 
Blastocyst, 31 
Bleeding disorders, pregnancy, 
250-250 


‘are ol 257b 
ему, 280-254 

late, 254-289 

nursing interventions for, 251-252 

link (reflex), 1801 

med 
coagulation, postpartum, 231 
Aden sd 
Incompatibility, 258-259 

АВО, 258-289. 

Rh, 258, 2847 
labor and 
patch, 135, 

Blood pressure (BP) 
maternal, analgesia and, 1578 
newborn, 169-170 
postpartum, 232 
— pestis 


in, 10% 


purpose. 
мере in. 262 
renata! visits and, c 


Pregnancy, 
Bloody shin, 98 
Body image, pregnancy and, 55 
Bonding, with newborn. Sar alie Parent- 

newborn bonding 

partner, 241-242 

sibling, 191, 191 
Bottle feeding, 2197. 

аните бастала 204-28, 

j 


burping after, 221 
frequency of, 221-222 

nursing caries and, avoiding, 222 
positioning for, 221 

for preterm newborn, 313, 3138 
safety tips for, 219% 

techniques for, teaching, 221-222 


Bottle feeding (Continued) 
purpose of, 221 


Bradycardia, 168, 232 

Braxton Hicks contractions, 50, 98-99 

Brazilian cultural considerations, for 
labor and delivery, 108 

Broasi(s), 22-23, 2 


breastfeeding and 
rented and — 


disorders of, benign. 395 
engorgement of, 206-207, 215-216, 233. 
lobes, 22 
lobules, 22 
during pregnancy, 22-23 
pregnancy and care of, 78 

related changes in, SO 
‘alhexamination of, 35-396 


freezing, 218 
pumping, 214, 2147 

storing, 213 

Leer M ду 
Breast pumps /pumping, 214, 
tps реи 


use of, 214 
Brenstieeding, 218-216, 2121 
наар disadvantages of 20-208 
j 


САМ during 216 
lasses, 86 
contraception and, 381 
contraindications for, 216 
delayed feedings, 214, 214/ 
frequency length of feedings, 208-209 
hand position for, 209-210, 2107 
home care for, 368-369 
Immunizations md, 216 
infectious disease and, 216 
initiating 211 
legislation for, 205-206 
maternal Illness and, 216 
multiple births and, 213-214 
nipple soreness and, 215 
nursing care plan for, 217b 
positioning for, 209, 209° 
preparing bressts for, 208 
preterm birth and, 214 
for preterm newborn, 313 
temaval trom breast and, 211, 213 
special situations for, 213-216 
pates, 210-211 

supplemental feedings and, 214-215 
techniques tor 

evaluating 212-213 

purpose of, 211 

‘steps w. A 

teaching, 209-215, 213/ 
weaning from, 216 


Breathing. See also Respiratory system 
labor and, 


slow paced, 87, 87 
Breathing techniques, 86, Rób, 180 
Jung Nba ba 
first-stage breathing, 87, 87/ 
second-stage breathing, 87 
Breech presentation, 92-99, 287, 287/, 
Sar also Fetal presentation 
mechanism of labor in, A 
Broad ligaments, 19 
Bromocriptine (Parlodel), 3866 
Bronchopulmonary dysplasia (BPD), 314 
Brow fetal 27 


Brown adipose issue (BAT), 167, 167 
BIT. Sce Basal body temperature 
Bulbgurehrel lands (Cowper's glands), 


Burying, 21 
botte feeding and. 221 
breastfeeding and, 211 

Butorphanol (Stadol), 152 

BY, See Bacterial vaginosis 


с 
Calendar method, 374 
САМ. See Complementary and 
alternative medicine 
Cambodian 
cultural considerations, labor and 
delivery, 108г 
glossary of symptoms in, 425-427 
Cancer 
breast, 397-298 
‘adjuvant therapy for, 397-398 
discharge planning alter surgery for, 


nursing care for, 397-298. 
risk factors for, 397-398 


treatment of, 397-198 
mammography, 397 
Pap test for, 395 
‘screening tests for detecting, 395-397 
vulvar self-examination for, 395 
Candidiasis, 4014 
Caput chignon, 292-293, 2937 
Caput succedaneum, 170, 17¥ 
Cardiopulmonary resuseharion (CPR) 
newbom, 198 


postpartum changes in, 230-232 
Pregnanev-rolatod changes in. 0-51, 511 


‘mitosis, 3) 

Celsius, conversion tables for, 425! 

Central American cultural considerations, 
for labor and delivery, 108¢ 

Cphalhemaloma, 170, 173/ 

Cephalic presentation, 92-93, Se also 


Fetal presentation 
c disproportion (CPD), 28, 
Certified nursemidwives (СУМ), 3 
Cervical cap, 176-378 
Cervical cerclage, 252-253 
Cervical mucus method, 373 
Cervical ripening, 
onplurmacologic methods or, 290 
pharmacologic methode for, 290 
Cervix. 19 


ше d e s 
effacement of, 96, 97F 
incompetent, 252-253 
prognancy-related changes in, 80 
"uterine contraction effects an, 96. 
Cesarean birth, 295-300. 
ications ol, 296 
ла, 296 
diabetes mellitus and, maternal, 270 
indications for, 296, 296) 
nursing care for, 297-300. 
sum 297 
Postoperative, 297-300. 
Preoperative, 297, 2987 
summary of, 299) 
preparation for, 296-297 
тый of, 296 m 
surgical tochniquas for, 296, 297/ 
Chemica! predictor test, 374 
Chemical stimulus, breathing onset in 
newborn, 160 
Chest cieursforence of newborn, 189, 190 
Child development, asks of parent and, 


delivery. 108 


Eeken Mie аа Акы 
postpartum management of, 265 
With superimposed preeclampsia, 265 
Circulation. 
embryonic, 35 


"= @ 
Circulation (Continued 
fetal, 35, 30% 367 
newborn, 160-162, 163¢ 


down fetal structures and, 
161-162, 1617 


shunts, fetal, 35-36 
Circumcision, 197-198, 197f 
home care of, 194b 
päin relict during, 197% 
‘Cleansing breath, 86, 87/ 
Cet ord peat Se 


баба, 27524 
Clinical pathways, 5-4 
Clitoris, 17 
Clomid. Ser Clomiphene citrate 
Clomiphene citrate (Clomid), 3867 
‘Clothing, during pregnancy. 77-78 
Clubfoot, 328 
CNMs, See Certified nurse midwives 
Coaxial technique, 154 
Cognitive stimulation, 180 
Coitus interruptus, 381 
Cold foods, 81 
Cold stress, 182, 16% 
Collaborative care, 3 
pregnancy and, 62 
Colostrum, 50,307 
Communication, В 
SBAR and, В 
Community 
deest behavior and nune al 


maternity nursing in, 355-370 
‘wen pregnancy and responsibility ol. 
5 


Communityshasod nursing, 4 
Com and alternative medicine 
(CAM), 14, 407-118 
during breastewding, 216 
federal regulations, 404 
historie context of, 408 


Complementary therapies, 14, 407 
Computerized provider order entry 
(CPOE, 7 
Conception, 31. 
Conduction, 185, 168/ 
Condylomats acuminata, 4014 
Confidentiality 
adolescents and. 358 
legal and ethical considerations for, 8b 
Congenital anomalies, commun, 324, 325/ 
Congenital conditions, in newborns. 
320-341 See also specific congenita! 
замон 


WW 


‘Consent forms, 365 
Containment, 316, 3177 
Contraception, 372, 3730 See also specifie 


numing 
reversible, 372-381, 3737 

Contraction stress test (CST), 64, 674 

Contractions. Ser Uterine contractions 

Convection, 165-166, 1687 

Conversion tables, 428 

Cord blood sampling, percutaneous, 64, 

9t 


Cord care, 184-146 
Corpus, 19 


CRIES pain assessment tool, 190 
Critical thinking, 9 
‘nursing process and, 9-17 
process, 110 
test scores and, improving, 11 
Crowning, 95 
CST, See Contraction stress test 
Cuban cultural considerations, tor labor 
and delivery. LUSA 
Cultural beliefs 
birth, 121 
newborn care, 121, 198 
postpartum care, 121 
Pregnancy, 122 
Cultural сот nn 
uz 


Ed 
ашылу care during labor and, 107-110, 
108 


‘nursing care plan, 111b, 2376 

nutrition and, 81, 81b, 28 

in postpartum assessment. 237-258, 
237% 


Cultural diversity, nursing care plans and 
stress related to, 106 

‘Cultural influences, on newborn feeding. 
204-206 
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maternal, risks of, 270% 
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provision of care during, 134-136 
of, 102 


g 

Extension, 100, 100% 
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bony акш of, 92,937. 
Fetal health, maternal diet and, 835 
Fetal heart rate (FHR) 
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Fetal pulse oximetry, 125 
Fetal srictures (shunts), closing down, 
161-102, 1617 
Fetal surgery. 2 
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care of, 263 
ры бед, 260 e 
home management of, 262-263, 262) 
management of, 260-261 
nursing care plan for, 264b 
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i 
menopause and, 438, 418 
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Lunar months, 44 
newborn, 140-161, Ste lr 


ory system. 
Lupron (Leuprolide), 383 
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ммм procedure, 252-253 
Measurements, newborn, 188-190 
Mechanical dilstore, 290 
Mechanical stimuli, breathing onset in 
newbom and, 160 
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passage of, 141 
Meconium aspiration syndrome (MAS), 
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Medical diagnosis, nursing w. 9. W 
Medication. 


мех act in, physiology of, 26-27 
Menarche, 16-17 


herbs and, 41A, 4187 
Menorthagia, 393 
Menstrual cycle 
irregularities in, 383 
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Mobility, during pregrancy, 55 
—.— me 

Modified paced breathing, 87, 87 
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More's (startle) reflex, 1801, 181/ 
Morula, 31 
Moslbuxtion, 408 
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Multiple births, breastfeeding and. 

2021 
Muscles, changes in, 229-2%0 
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postpartum changes in, 229-230 
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NAC, See Natural alternative care 
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Naloxone (Narcan), 152 
Narcan. See Naloxone 
Nasal flaring, 310 
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National Patient Safety Goals (NPSGs), 

EJ 


technology and, 7 
Native American cultural beliefs, l, 
Natural alternative care (ХАС), 407-408 
Natural childbirth, 87 
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Neonatal intensive care units (NICUS), 2 

Neonatal mortality rate, 7 

Neonatal sepsis, 337 
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cultural considerations, for 
Tabor and delivery, 108t 
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Neural tube delecis, 37 
Neurologic system 
labor and changes in, 105+ 
Twwborn's, 1637 
Neuromuscular dissociation, 249 
Neutral thermal environnvent, 187 
Nevi, 170 
Newborn(s). See alo Porentnewborn 
Preterm newborn 
abnormalities in, observing, 142 
‘conditions In, 329-341 
tment to extrauterine life by, 
159-167 
‘behavioral assessment, 173-179 
behavioral states of, 179, 179%, 179 
body system adaptations / functions in, 
162-167, 1606 
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cesarean birth and nursing care of, 297 

circulatory function in, 160-102, 163+ 
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‘congenital conditions, 320-341 

cues of, understanding, 178 

data collection, 1744, 177f, 178 

discharge of, 195-199, 198/ 

‘ear position in, 077 

‘endocrine function in, 163r 


feeding, 204-222 
cultural influences on, 204-206 
formula, 216-222 
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associated with, 303-318 
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HBV vaccination for, 190. 
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environment and, 165-167, 16y 
factors contributing tà, 165 
preventing, 162, 166 
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holding, 194, 1957. 
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ID of, 140-141, 186-187, 1% 
immunologic function in, 1631 
infection protection for, 190 
intramuscular injections for 
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Purpose of, 141 


for, 141 
laboratory values for, 429 
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measurements of, 188-190 
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meconium passage by, documenting, 
и! 
neurologic function in, 163/ 
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ursing assessments of, 167-182, 185 
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E Jor, 184-188, 1881 
routine, 185-192. 
observations of, 1748, 17), 1767 
pain in, assessing/managing, 190, 191/ 
circumcision and, 197 
physical characteristics of 
‘assessing, 170-173 
head assessient and, 170-173 
‘skin assessment and, 170, 171! 
physiologic adaptation of. 159-182 
positioning of, 194. 
postterm, 37, 306-308 
rophylactic eye care, 142, 188 
Talesen ol, % IV 
renal function in, 1031 
ratory intreas іп, igne of, 140% 
тарган function m. 100-1, % 
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respiratory status of, L68h 
resuscitation in, 335 
E OO o al 
family and, . — 


home care for, 339-541 
safety promotion and, 190-191, 1918 
screening, 179-182, 16% 1827 
security for, 187/ 
senses of, assessing, 1807 
SGA, nursing care plan for, H 
signs in, 1785 

hunger, 206, 2148 
stool cycle, 177 
swaddling of, 195-197. 
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steps lor, 196 
temperature of, 168-169 
thermoregulation of, 139, 162-147, 162), 
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nursing care and, 187-188 
umbilical cord, 178/ 

clamping, 140-141, Шу, 184-186 
urination Бу, documenting, 141 
urine collection bag application to 

purpose ot, 340 

Steps in, HO 


Newbornia) (Continued) 
vital signs of, 168-170 
BP, 169-170 
heart rate, 168, 1647 
respirations, 168 
vitamin K administration to, 141 
weight of, 185, 189 
conversion tables lor, 428 
чер» fr, 188, 189 
Newbam care 
bathing, 192-194 
purpose of, 195 
steps for, 193 
clothing and, 195-197 
‘cultural beliefs in, 121, 198 
cultura) practices in. 198 
in delivery тоот, 139-042. 
vasa and, 194 
diapering, 194 
foliw-up, 198199 
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NICUs, Sef Neonatal intensive care units 
Nifedipine, 2827 
NIM. S National Institute of Health 
Nipple(s) 
Pregnancy and care ol, 78 
tore, 225 
stimulation ol, 7t 
Nipple confusion, 214-215 
NIPS pain assessment tonl, 190 
Nitrazine paper test, 127 
PROMS, 
purpose of. 284 
steps for, 284 
purpose of, 128 
кла " 
jonreassuring heart rate pattern, 120, 
Tae See ию Fetal heart rate 
Nonshivering thermogenesis, 167 
Nonetrese tst INST). 64, 67! 
N-PASS pain assessment tool, 190 
NISGs. Sar National Patient Safety Goals 
NST See Nonstress test 
Nubain See Nalbuphine 
Nurse practitioners, 3 
Nursing, = Breastfeeding 
Nursing, pediatric 
abbreviations commonly used in, 
an 
common phrases with Spanish 
translations for, 422-424 
Nursing activity, 9 
Nursing assessments, 9 
GH prenatal, 261-262 
оё newborn, 167-182, 1881 
bf postpartum hemorrhage, 338-549 
Nursing care 
ог breast cancer, 397-398 
Jor cesarean birth, 287-300 
summary of, 296 


Nursing care (Continued) 
during delivery, 134, 134f, 1357 
for endormetriis, 380 
for false labor, 115-116 
GH-related, 26 
during labor, 106-144 
care management ard, 110-116 
cultural considerations for, 107-110, 
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proadmission forms and, 113 
for mastitis, 382 
of newborn, 184-199. 
three phases, 189 
tor pelvic боот dysfunction, 344 
postpartum assessment and, 224-246 
of pregnant adolescent, 360-361, 360! 
preterm labor and related, 283 
of preterm newborn, 312-513 
for thromboembolism, 349 
far thrombophlebitis, 349 
Nursing care plans, 9 
dor battered woman, 4008 
for breastfeeding, 217b 
for cultural considerations 
АШ 
tum care, 237% 
cultural diversity stress and, 108 
fot delivery, uncomplicated, 113% 
for family care, 1990 
for fetal well-being 70b 
for GH, 264) 
for labor, 113, 13b 
pala relief during, 136b 
fot neonatal sepals, 3380 
for newborns, SGA, 307b 
nursing diagnoses in, 10 
for pain relief during labor, 156) 
lar postpartum hemorrhage, 3475 
for pregnancy discomfort, 381 
for pregnancy los, early, 277b 
for prenatal care, 73b 
for NS 
Nursing caries, avoiding, 
Nursing diagnosis 
for battered woman, 400 
dor breastfeeding, 217-218 
for cultural considerations, postpartum 
eae, 237-2399 
Jo attr erasum 111-12 
family care plan, Y 
for eal wellbeing 70, 0 
for GH, 264 
for labor and delivery, uncomplicated, 
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medical s, 9, 9¢ 
for neonatal sepsis, vs 
nursing care plan, 10 
in nursing process, 9 
for pain rellef during labor, 156. 
for postpartum hemorrhage, 347-348 
for pregnancy loss, ewly, 277 
for prenatal care plan, 73-75 
for 300 
for SGA newbom, 307 
Nursing Interventioniv), V 
for battered woman, 400 
for bleeding disorders nt pregnancy. 
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Nursing intervention(s) (Continued) 
for breastfeeding, 217-218 
for cultural considerations, postpartum: 
are, 237-239 
dor culturally sensitive care, 111-112. 
for EFM, 124 
ior family care plan, 198 
от otal well-being, 70, 706 
dor CH, 264 
for labor and delivery, uncomplicated, 
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for neonatal sepals, 338 
for newbom, 184-188, 185 
routine, 188-192. 
foe nursing cure plan, 10 
dor pan relict during labor, 156 
for parent newborn, 119-420, 
for physiologic changes in labor, 034 
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for pregnancy, 4 

for pregnancy loss, early, 277 

for prenatal care plan, 73-75 
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for PROMS, 300 

for SGA mewbom, 307 
Nuning process, 9-11 
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Implementation in, 9 
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factors for, alf 
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Vegetarian, 83b 
Nuvalting, 380 
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Obstetrical home care, 364-370 
legal issues tn, 365 
protocols for, 365 
tool for, 365 
Obsiviricians/ gynecologists, 3 
Obstetrics history, 44, 44h 
OCs. Sev Oral contraceptives 
Older couple, /s impact on, 58 
Oligohydránnos, 32-33, 204. See alas 
Amniotic fluid 


Oligomenorshea, 393 
Ошера-3 fatty acids, КЗ, 418 

in breast milk, 207-208 
Oogenesis, 30 
Ophthalmia neonatorum, 142, 188 
Opisthetonos, 167-168 
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Oral contraceptives (OCs), 375-380. 
adverse effects of. 381 
sontraindications to. 3790 
lec AA ODE 
potential benefits/ risks of, 379 
Naming signs for, 3790 

Organogenesis period, 37 


Ounces, conversion tables for, 428 


postpartum resumption of, 233 

Ovum, life expectancy of, Ath 

Oxytocin, 22. 206, 23 
augmentation of labor with, 290-291. 
induction of labor with, 290-291 
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Paced breathing, 86, 87 
Pain 


abor, 107, 147 
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actora influencing, 148 
normal, process, 147 
sources of, 138 
за 
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in preterm newborn, 315, 315 
relaxation against, 149 
throshold, 148 
tolerance, LAN 
Pain management 
adjunctive drugs, 192-153 
analgesia, 152. 
anesthesia, 153-185, 15% 
during circumcision, 197b 
COM of, 4088 
during labor, 147-157 
numing care plan fer, 156) 
elle of, 
148-151, 149b, 150 
pharmacologie, strategies, 151-155 
admission assessments and, 1570. 
advantages of, 151 
lamlations of, 151-152, 1520 
nurse's role in, 155-157 
sedatives, 152 
standards of, 147 
Pakistani cultural considerations, for 
labor and delivery, 108t 
Рама grasp, ЇВ0! 
Papanicolaou (Pap) lest, 395 
Paramotritis, 350 
Parent education, newborn care and, 
192-199, 1925, 192/ 
Parenteral medication, 54 
Parenting, adolescent, 3571, 360-351 
Parentenewbom bonding, 142, 143, 178, 
facilitation of, 119-120, 1917 
nursing interventions for, 119-120 
promoting, 242-243, 2438 
Мул of positive, 240 


Parlodel, See Bromocriptine 
Partner bonding, postpartum, 241-242 
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Passenger 
birth process and, 92 
dystocia resulting from, 285, 254-289. 


fetal head at, 92, 
detopelvic Evi and, 92-95, зу, 


эу, 9з, 9f 
Patent ductus arteriosus (PDA), 162, 314, 
325 
Patient privacy. 8 
Patterned paced breathing. 87, 87 
FDA. See Patent ductus arteriosus 


Pelvic floor dysfunction, УМ. 
nursing core for, W4 
treatment of, 394 

Pelvic inflammatory disease (PID, 399 
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Pelvic tilt exercise, 89-78, 77,777 
postpartum, 246. 
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birth process and, 92 
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female, 20-22, 21f 
fetal relationship to, 92-95 
measurements of, 21, 227 
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newborn care and, 197-198 
Perimitrium, 19-20 
Perinatal injury, 321 
Perinatal mortality rate, 7 
Perineum, 18 


тора dee application to, MI 
Persistent fetal circulation, 335 
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Phototherapy, 330-391, 3306 2917 
hore care, 388, 9f 


Physical activity exercise. 
diabetes mellitus and, maternal. 270 
pregestational, 271 
fertility and, 384 
postpartum, 245-246 
during pregnancy, 66-49, 765, 77b, 77У 
prenatal yoga, 76 
Pica, M 
PID. See Pelvic inflammatory disease. 
PIPP pain assessment tool, 190 
PKU. See P'henylketonuria. 
Placenta, 31, 33, 4F 
Моа Ho to, SÅ 
irugs crossing, 54 
expulsion of, 101. 130, 1987 
provision of care during, 134-138. 
functions of, 33-35 
immunologic, 33 
hormones produced by, 34-35 
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separation of, 256-287 
‘complete, 286, 257 
‘marginal/ partial, 256, 257/ 
stage, 102 
Placenta асетем, 345 
Placenta previa, 254-250, 25% 
abruptio placentae v., 256 
анма of, 288 
management of, 255 
potential complications of, 255-256 
Placental transfer, 33 
Phan B, 340 
Plantar reflen, 180¢ 
Platypelloid, 21-22, 22f Soe alsa Pelvis 
PMDD. Sow Premenstrual dysphoric 
disorder 
PMS. Sar Promenatrual syndrome 
Point of care (POC), 7 
Polymenorthea, 393 
Tolyphagia, 268 
Port-wine stain, 171 
Posteoital douche, 381 
Posterior position, fetal, 93 
Posaviure Infant. 37 
Postmenopausal vaginal bleeding, 393 
Postpartum assessment, 239г 
ambulation and, 240 
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family adjustment and, 241-243 
nursing care and, 224-246. 
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cardiovascular system, 230-232 
endocrine system, 233 
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reproductive system, 226-229 
urinary system, 232 
vaginal, 228-229 
vital signs, 232 
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cultural competence and, 62, 63/ 
danger signs during, 80, 80 
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date of birth, 44 
diabetes and effects of, 268. 
diabetes mellitus In, 268-269 
dietary allowances during, $4 
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fluid intake during, 81 
foods о avoid during, 84 
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grandparents and impact of, S 
health care during, 61-87 
health problems complicating, 249-277 
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high-risk, 64, 66h 
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hypertension in, 254-268, 259/ 
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Infection during, 272274 
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sexual activity during, 76 
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vitamin /enineral supplementation 
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weight gain during, 80, МУ, 80! 


Pregnant adolescents, 50-58, 355-370, 
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Pregnant adolescents (Continued) 


renting. 
sexual behavior and, 357-360 
Premature birth. Sr Preterm (premature) 
birth 
Premature rupture of membranes 
(PROMS), 284 
management of, 284, 2851 
noning care plas, 3006 
Premenstrual dysphoric disorder. 
(PMDD), 392 
Premenstrual syndrome (PMS), 392 
Prenatal care, 61, 607. 
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‘breastfeeding and, 214 
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Proterr labor, 280-284, Sae also Labor 
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associated factors with, 281 
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sign symptoms of, 281 
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home care management for, 283-288 
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pharmacologic therapy for, 283 
Preterm newborn, 308-313, 308. 3097 
BPD in, 314 
CAM for, MT. 
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ean been 
feeding methods for, 313, 5130 
uid volume in, 313, 313% 
home care of, 317-318 
hydration for, 313 
irritability in, 315 
IVR in, M5 
оне for, 316 
purpose of, 316 
steps in 318 
limitations of body system functioning 
in, 308-312 
behavioral states and, 312 
circulatory system, 310. 
Gi system, 310-311 
immune system and, 312 


Preterm newborn (Continued) 
liver function, 311-312 
metabolic system, 311-312 
renal system, 312 
respiratory system, 308-310. 
management of, 312-313 
NEC in, 314-315 
nursing care of, 312-303 
‘nutrition for, 313 
in in, 315, 313b 
A in, MA 
ROP and. 213-324 
sedation in, 315 
lemperature regulation and, 312 
Preventative caro, 4 
Prodromal labor, 115. Se alio Labor 
Progesterone, 20, 34 
Postpartum changes in muscles and, 
229-20 
Progcessive relaxation, 149 
Prolactin, 22-23, 50, 233 
Prolapsed umbilical cord, 287-289, 244, 
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Prostaglandin ИЧЕ) gel, 290 
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ү image and, 88 
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Pudendal block, 153, 154/ 
Puerperal fever, 350 
— — Infection, See Postpartum 
Infection 
Muorperiar, 224 
Puerto Rican cultural considerations, for. 
labor and delivery, 108t 
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DI 
Radiant warmer, 187 
Radiation, 166, 167 

Radical mastectomy, 397, 397 
Raloxifone (Evista), 394 
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RDS, Ser Respiratory distress syndrome 
Re heart rate pattern, 120, Ser alio 
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change in, 229-230 


of newborn. 179 1B 
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‘contraindications lo, als 
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Reik therapy, 415 
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against pain, 149 
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Uterine contraction, 96 
Relaxin, 50 
Postpartum changes in juts and, 
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Reproduction. 
breasts and, 22-23, 28 
female, endocrine system and, 22-25 
male, endocrine system and, 26 
‘menstrual cycle and, 22-23 


male, 23-26 


Respiratory distress, in newborn, 140 
Respiratory diss syndrome (ROS), 
310, 310f, 333. 
assessment of, 334/ 
prevention af, 333 


bor and changes in. 103 
newborn's, 163, 168, 186 
function of, 160-162, 160f 
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Rh, (D) immune globulin (АСАМ) 
abortion and, 231 
hyperbilirbinemia and, 331-332 
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Rhythm method, 34 
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Round garments, 19 
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Rugas, 18-19 
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Sacral pressure, 149, 180, 1507 
during childbirth, 85, у 
Safety, newborn, 190-191, 1910 
Satiety, 208 
SBAR 6 
‘Schultze mechanism, 101, 134-196 
Scope of practice, 8, 11 
Sereening ей» newborn, 179-182, 18 


‘Scrotum, 23-24. 

Second-stage breathing (expulsion. 
breathing). 67 

Sedatives, 152 

Semen, 24-25 

Seminal vesicles, 26 

Sermuruferous tubules, testes, 24-25 

Sensation, during pregnancy, 85 
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‘Sensory stimuli, breathing onset in 
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‘Sexual activity 
in adolescents, 357 


Sexual dysfunction, postpartum, 352 
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treatment regimens for, 362 

patient education for, 404b 

prevention of, 362, 404, 404 

risk reduction for acquiring, 404t 
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Show: See Vaginal discharge 
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Sibling(s) 
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postpartum adjustment of, 242, 2420, 
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Sickle cell anemia, 267-268 
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ЗК cultural considerations for Labor and 
delivery, 108 
Simple mastectomy, 397, 397% 
Single lather, pregnancy s impact on, 5i 
inge оой beech, 287 7 
mothers, Impacto: 
ED * 
assisting with 
purpose of, 241 
steps 231 
bar cen panne 


an 
newborn, assessing characteristics of, 
Ym int 
preterm newborn and cive of, 312-313 
Skin-to-skin contact, 187-188. 1 
rep iai of минату 17W 
Sleepy iar, feeding, 211 
breathing, 67, 87f 
pto gestational age (БСА), 303, 
304-3% 


assessment of, 304-305 
behavior and, 304 
factors contributing to, 304 
management of, 304-306 
nursing care plan for, newborn, 307% 
physical appearance and, 304 
problems in, 3062 
тїк factors іп, 3067 

Smell, newborn's, 180r 


cessation plan for, 3014 
diabetes mellitus and, maternal, 270) 
fertility and, 354 
health and, 391 

‘Social history, prenatal cary, 63-64 


"ww 
Social workers, 3 


Society 
infant health and, 1 
‘maternal health and, T 
Sodium, 83 
Sound therapy, 413 
‘contraindications and passible side 
«йе» of. 413 
definition of, 413 
of, 413 
ri 


Spanish 
Бому symp m A527 
translations for common “ 

phrases 

Sperm ike expectans of, b 


Spinal epidural, 154. 
Spinnbarkeit. 373, 50% 
Spontaneous rupture of membranes 
(SROM), 99 
SROM. See Spontaneous rupture of 
rans 


та 

Stado). See Buiorphanol. 

Standards of care, 5-8 
‘evidence-based practice, & 
кылаш 


КУШ reflex) 1808 
Sterilization, ML 
documentation, Mv 


Salt манына foe, 7 
‘Stross, fertility and, 384 


Subinvotution, 227-228, M5. Sev also. 
Tnvolution 
Sublimaze (Fentanyl), 152 
Substance abuse, maternal, 274, 274 
fertility and, 384-385 
newborn effects of, 397, 339 
Sucking (тебел), l 
Supine hypotensive syndrome, 50-51, 52 
ть 


Supplemental feedings, 214-215 
Support person, 107-110 
Surfactant, 160 
бине, 92 
Swaddiing, 195-197 
ой, 19% 

steps for, 196 
‘symphysis pubis, 20 
Symptoms, multilingual glossary of, 

325-407 


Symplothermal method, 374 
Synarel (Natarvlin acetate), 393 
Syphilis, 4014 


Takinghold 
Tokingrin phase, 234 
Та vaccination. Sec Tetanus-diphtheria 
vaccination 
Таар vaccine, Sw Tetanus-diphtheria, 
‘and pertussis vaccine 
т 
SES wid ier, 7 
Лом, 118-119 
care and, 2, 


arse and, 1296 


Temperature 
amillar; 168 
newborn. 188-169 


postpartum, 232 
E ers newborn and regulation of, 312. 
See Transcutaneous electrical 
nerve stimulation. 
Veratogenic agenis, 31-32 
 Terbutaline, 282r 


ejaculatory duct, 26 
epididymis, 25-20 
vas deferens, 26 
Testosterone, 24-25 
‘Tetanve-diphtheria, and pertussis (Tdap) 
Vaccine, Th 
Tetantsediphtheria (14) vaccination, 78 
Tetralogy of Fallot, 32% 
Thalassemia, 268 
insemination, 386387 
‘Thermal stimulation, 149, 150. 
Thermal stimulus, breathing onset in 
тимбот and, 160 
Thermo on. of newborn. 139, 
162-187, 162b, 1656 Ser also Heat loss, 
in newborn 
rung care and, 187-188 
Thrombosmbolic disease in pregnancy, 


nursing care for, 349 
preventing. measure for, HS) 
risk factors for, МӘР 
Тосойунс agents, 282, 2621, 263 
TOLAC. Sé Trial of labo alter Cesarean 
Tonic neck. 1804 
TORCH infections, 272-274 
Touch 
тенот, 180 
relaxation, 149 
Touch therapy, 414-415 
contraimdications tn 415 


Touch therapy (Continued) 
definition of, 414 
goals of, 414-415 
ш, 414 
Side effecis of, possible, 415 
Toxic shock syndrome (TSS), 376, 376b, 
391-992 
Transcutaneons electrical nerve 
stimulation (TENS), 412-113. 412F 
contrüindications to, 412 
definition of, 412 
goals of, 412 
perlorming, 412 
side wlfects of, possible, 412-429 
‘Transient tachyphea of newborn (TTN); 
335, 3367 
Transitional тйк, 207 
Transitional state, of newborn, 1797 
Transverse position, fetal, 93 
Travel, during pregnancy, 79, 79/ 
Trial of labor after Cevarean (TOLACO, 
хо 
Trichomoniasts, dt 
Trimesters, 44 
Triple marker screening, 67t 
Trisomy 21, 321-322 
Tiophobasi die, gestori 26 


Trophoblasts, 31 

True pelvis, 20-21 

Trunk incurvation, 180r 

TSS. Ser Tosie shock syndrome. 
TIN, Se Transient tachypnes of newborn 
Tubal ligation, 382, 3637 


у 
Ultrasonography, 671, 6% 
Umbilical cord, 35, 35 
blood banking, 142-148. 
cire of, 154-186, 
papae об 186. 
нач od 41, 140, 14 
clumping 140-141, Шу, 184-156 
prolapsed, 287-289, 204, 294/ 
nursing interventions for, 205^ 
vessels їл, 35, 184b 
Uncircumcised penis care, 198 
Urinary system, Siv Renal (urinary) 


Mum 
Urinary tract infections (UTIs), 272-273 
in s, 361-362 
diagnostic tests for, 261-362 
treatment regimens lor, 362 
patient education concerning, 272 
Postpartum, 351, 351} 
Urination, documenting newborn, 141 
Urine collection Ьа, 340 
Uterine atony, 
postpartum hemorrhage, early and, 34 
Uterine contractions, 95-98 
abnormal, 285 
cervix and effects of, 96 
characteristics of, 96-98, 97F 


Soran P 


for, 127 
ашабов of 96-98 976 127 


firm. 98 


Uterine contractions (Continued) 
frequency of, 96-98, % 127 
intensity of, 96-98, 977, 127 
interval between, 98 


UTIs. See Urinary tract infections. 


v 
Vacuum extraction, 292-293, 2937 
Vagina, 15-19. 
суйе changes in, 18-19, 19/ 
examinations of, 129 
postpartum physiologie changes in- 
225-03 


pregoancy-related changes in, 50 
‘vestibule of, 17-18 
Vaginal birth after cesarean (VBAC) 
295-296, 300 


Ting, 380 
Vaginal spermicides, 374 
Valium See Diazepam 
Valsalva’ maneuver, &7, 102 
Variable decelerations, 128 
Variances, 4 
Varicose veins, 231 
Vas deferens, 36 
Vasectomy, 382 
VBAC- Se Vaginal ith te ceram 
Vegetanans, pregnancy nutrition or, 
Vena cava syndrome, 151 
Vernix caseusa, 170 
Vibroacoustc stimulation test, 674 
Vietname 
cultural considerations (ог. labor агы) 
delivery, 108 


contraindications/ possible side effects 
of, 13 
definition о, 413 
goals of, 413 
pertorming, 413 
Vital signs 
ot newborn, 168-170 
postpartum changes in, 232 
Vitamin K, лебот administration of, 
w 


Vitamin/mineral supplementation, 
recommended doses, ВШ 
81-83 


Wastarin, 265 
Warm lines, 367 
Water births, 132, 1336 
advantages /disadvantages of, 133 
Weaning 216 


Weight. 
birth, gestational aye and, 304-33, 
0% 306f 
{otal growth and prognaney, 0 
loss, postpartum, 233-234 
ai nanom 188 
conversion tables tor, 428 


Weight (Continued 
pregnancy, gain, 80, & 80r 
prenatal visits and, 64 
Weight loss. fertility and, 384 
West Indian cultural considerations. for 
Tabor and delivery, 108% 
Whartor's jelly, 35 
WIC program See Women, Infants, and 


reproductive system in, 17-23 
‘extemal genita and, 17-18 17/ 
pelvis and, 20-22, 2% 
productive: internal in, 

4 8 % 5 

ee in, physiology of, 27 


Women (Coviinial) 


~@ 
Violence against, 399 


Women, Infants, and Children (WIC) 


ип. 4 
Wound Infection, 180-51 
assessment andl management of, 
Man 


Y 

Yoga, 31-17 
 contráindicatione Vo, 416 
definition of, 415 


pronutal, 78 
"ide effects ot, posible, 417 
z 
Zoladex (Gosorelin acetate), 3861, 393 
Zoloft, Ser Sertraline 
Zyyole 31, 36 


Multiple Choice 
1. The type of birth setting in whicn tne woman gives binm 
in а homelike room and then spends the remainder 
ol her postpartum stay in another room is referred to 
asa (p. 2) 
1. Freestanding birthing center 
2, Labor-delivery-recovery room 
З. Labor-delivery-recovery-postpartum room 
4. Traditional labor and delivery room 


2. The best example o! the practical nurse's application of 
Collaborative care for the mother who is having trouble 
breastfeeding ів to: (р. 3) 

1. Encourage the woman to nurse her newborn less. 
frequently but for longer periods. 

2. Have the urit secretary limit visitors to allow the 
mother to get more гез! before nursing. 

з, Ask the unit's lactation consultant to see the woman 
when the baby nurses again. 

4. Limit the amount of time that the baby nurses until the 
new mother is e more competent. 


3. The following is an example of nonverbal 
‘communication: (p. 8) 
1, Introducing yourself to your patient 
2. Asking а co-worker to assist you with a nursing 
task 
3. Answering the telephone. 
4. Crossing the arms across the chest 


4. The patient has an incentive to use a network (ог 
referred) provider rather than а nonnetwork provider 
In a managed care plan because: (p. 3) 

1, The patient must pay a greater portion of the expense 
16 use the nonnetwork provider 

2. The nonnetwork provider has not been fully screened 
by the managed care organization 

3. Most providers give preferential appointment times 
and dates to their in-network patients 

4. The insurance may not cover drugs prescribed by а 
nonnetwork provider. 


8. A document used to identify deviations (variances) from 
the expected course of progress toward a planned 
outcome is called aln): (p. 4) 

4. Nursing care plan 

2. Durable power of attorney 
3. Incident report 

4. Clinical pathway 


8. Legal interpretation of a nursing standard of care is often 

based on the determination of: (p. 5) 

1. Whether the patient incurred serious or permanent 
harm and monetary loss 

2. What a reasonable nurse with similar education and 
experiance would do In like circumstances. 

3. The amount of lability Insurance coverage that the 
тизе and the employer сату 

4 The most recent information available about the 
patient's medical circumstance. 


T. Amajor purpose of any system of nursing documentation 
is to: (p. В) 
1. Prevent lawsuits by patients and their families 
2, Increase the tima at the patient's bedside 
3. Show that the standard of care is being met 
4. Reduce the nursing paperwork burden 


6. A couple has two children — ал adopted son and а 
blologic daughter. The children's grandmother also lives 
with them, shares housekeeping responsibilities, and 
provides child care while the young couple works. The 
type of family this describes is called a(n); (p. 14) 

1. Communal famiy 
2. Blended family 
3. Cohabiting family 
4. Extended family 


9, Iti important that the nurse knows about any 
complementary therapies that a patient is using 
because the complementary therapy: (p. 14) 
^. May have unexpected affects when combined with 

‘conventional treatment 
2. is ilegal in most states and Canadian provinces 
3. Must be regulated by state and federal licensing laws 
4. ie often regarded as unimportant by most health care 
providers 


10. A couple from Pakistan becomes agitated when the 
nurse assesses the newbonr's head. In this situation, 
the nurse should know that the parents: ip. 12) 

1, Fear that the newbom wil lose heat through the head 
jf he or she is touched 

2. Expect ia be the only ones who touch Def newborn's 
head 

з, Cannot understand why a nurse needs to assess the 
newborn's head 

4. Believe thal the physician should examine tair 
newborn initially 
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B CONTEMPORARY MATERNITY CARE, FAMILY, AND CULTURAL CONSIDERATIONS 


Clinical Situation. 

Anurse introduces herself to а 16-year-old girl in the prenatal clinic. The nurse takes an intial history, which reveals the following: 
the patientis unmarried, and, based on her last menstrual period, she is approximately 28 weeks pregnant with her first baby, The 
patient said she waited to come to the clinic because she dropped out of school, is unemployed, does not know where the baby's 
father is, and her family is unhappy that she is pregnant. 


1. What step of the nursing process is the nurse performing? 

2. From the patient's statements, what would be an appropriate nursing diagnosis? 

3. What would be an appropriate short-term goal for her? 

4, What would be an appropriate nursing intervention for this nursing diagnosis? 

B. Іп the evaluation phase, what would indicate that the goals or expected outcomes were met? 


Group Internet Activities. 
1. Access the Centers for Disease Control and Prevention website and review the current issue of Morbidity and Mortality Weekly. 
Report. 


2. Access the websites in the list of Online Resources on p. 15 and discuss information conceming topics in this chapter. 
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Multiple Choice 
1. The female organ that is structurally comparable with the 
male's penis Is the: (p. 17) 
1. Hymen. 
2. Uterus 
3. Clitoris 
4. Vestibule 


2. When the newborn suckies at the breast, — is 
secreted from the anterior pituitary gland to promote 


3. Stretching of the vagina during childbirth is possible 
because of the presence of; (o. 18) 
1, Rugae 
2. Perimetrium 
3. Cilla 
4, Fimbriae. 


4. Which structure is not part ot the innominate bones ofthe 
pelvis? (p, 20 
1. um 
2. ebam 
3. Symphyss pubis 
4. Sacral promontory 


5, The linea terminalis i$ bost described аз the: (p. 20) 

1. Line dividing the upper false pelvis trom the lower 
true pelvis. 

2. Joint between the two parts of the pubic bones in 
the anterior pelvis. 

3. Area in the posterior pelvis behind the ischial 
spines 

4, Pigmented area surrounding the nipple of the 
breast 


Group Internet Activities 


6. The size of a woman's breasts: (р. 23) 

1. Is primarily caused by increased connective tissues 
during pregnancy 

2. Has no connection to the amount of milk produced 
after birth 

3. Relates to the ease with which she will be able to 
nurse her newborn 

4. is related to an increase in the acini cells during 
puberty and pregnancy. 


7. The hormone that is responsible for male sex 
characteristics is: ip. 25) 
1, Prolactin 
2. Testosterone 
3. Estrogen 
4. Progesterone 


В, The purpose of the scrotum is to: (p. 23) 
1. Protect the testes from compression by pelvic organs 
2. Enhance arterial blood flow to the testes 
3. Enhance production of testosterone in the Leydig's 
celis 
4. Maintain the temperature of the testes slightly cooler. 
than that of the body 


9. The function of spinnbarkelt js to: (p. 23) 
1. Cause the release of the mature ovum from the ovary 
2. Promote nidation of the fertilized ovum into the 
endometrium 
2. Sweep the ovum into the fallopian tuba when released 
4, Promote passage of the spermatozoa into the uterus 


10. The hormona that causes the uterine andomatrium 
to became thick in preparation for a fertilized 
ovum is: (p. 23) 

1. Progesterone 
2. Estrogen 
3. Testosterone 
4. Androgen 


1, Accass а wabsite using the key Words anatomy and reproduction to review tne female and mala reproductive systems. 


2. Access the websites in the list of Online Resources on р, 28 and discuss information concerning topics in this chapter. 
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Multiple Choice 
1. The inner membrane of the amniotic sac is called 
the: (р. 32) 
1. Amnion 
2. Chorion 
3. Vilus 
4. Decidua. 


2. Monozygotic, or identical, twins: (p. 37) 
1. Are always contained in a singla amniotic. sac 
2. May be of the same or different sex 
3. Result from the fertilization of one ovum by one sperm 
4, Have increased in incidence with the use of fertility 
drugs. 


3. The human ovum and sperm each contain — 
chromosomes, (р, 30) 


4. A normal female offapring will result f woh 
chromosome combination occurs? (р, 31) 
1, 46 chromosomes with an X and a Y sex chromosome 
2. 46 chromosomes with two X sex chromosomes 
Э, 47 chromosomes with tree number 21 chromosomes 
4. 69 chromosomes with two X sex chromosomes 


5, The function of the amniotic flu is 10 (p. 33) 
1. Promote adherence of the placenta to the uterine wall 
2, Allow exchange of oxygen, nutrients, and wastes 
3, Reduce excess movement of the fetus within the uterus 
4. Maintain an even temperature within the uterus 


Clinical Situation 


6. The umbilical cord contains which vessels? (p. 35) 
1. One artery and one vein. 
2. Two arteries and one vein 
3. Two veins and one artery 
4. Two veins and two arteries 


7. The structure that allows most blood that enters the 
fight atrium to flow directly Into the loft atrium is called 
the: (р. 35) 

1. Ductus venosus 
2. Ductus arteriosus 
3. Foramen ovale 
4. Pulmonary vein 


8. Ali major organ systems are present by the end of 
the: ip, 37) 
1, Fourth week of prenatal life 
2. Eighth week of prenatal ife. 
3. Twentieth week of prenatal ite 
j, Ninth month of prenatal ife 


9, The primary problem if a newborn is bom after 42 weeks" 
gestation is likely to be: (p. 37) 
^. A size toc large to be born vaginally 
2. Excess vernix clogging the airway 

J, An increased amount of amniotic fluid 

4. Reduced efficiency of the placenta 


10, A reduced amount of Wharton's jelly ie likely to result 
in: (p, 35) 
1. Lower oxygen supply to the fatus 
2. А larger-than-normal fetal size 
3, Identical twin gestation 
4. Reduced blood supply to the placenta 


A woman is thinking of becoming pregnant but takes а prescription medication dally, She tells you that she does not want to harm 
her baby, so she will not take the medication when she is pregnant, What is your best response in this situation? What additional 


Information do you need to obtain? 


Group Internet Activities 


4. Access the March of Dimes’ website. Report on folic acid during pregnancy, genetic counseling, and teratogens. 


2. Access the websites in the list of Online Resources on p. 41 and discuss information conceming topics in this chapter. 
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Multiple Choice 
1. A woman in her first pregnancy is termed a: (p. 43} 


last normal menstrual period 
was June 10. Use Nagele's rule to calculate her 
estimated date of delivery. (p. 44) 

1. March 13 

2, March 17 

3. Decembor 13 

4. February 10 


3. A woman has missed her menstrual period, has a 
positive pregnancy test renuit, and should be 
approximately 18 weeks pregnant, according to her last. 
‘menstrual period. She describes an occasional füh- 
feeling in her lower abdomen. The nurse knows that the 
woman has described: (p. 45) 

1. Chadwick's sign, a probable sign of pregnancy 
2. Braxton Hicks contractions, a preliminary to labor 
3. Lightening, or descent of the baby into the pelvis 
4 Quickening, a presumptive sign of pregnancy. 


4. А woman asks whether home pregnancy tests are 

accurate, The nurse should reply that; (pp. 44-45) 

1. The tests are often inaccurate when compared with 
professional pregnancy teste 

2. There is too much variation in home pregnancy tests 
to give an accurate answer to har question. 

3, The home pregnancy tests are highly accurate if thay 
‘are performed exactly as instructed, 

4. Home pregnancy tests are not accurate until at least 
* month affer the last menstrual period, 


5, Which is a positive sign of pregnancy? (p. 44) 
1. Audible fetal heart sounds 
2. Enlargement of the uterus 
3. Softening of the lower uterus 
4. Chadwick's sign 


4 


GUIDE 


6. Apregnant woman wants to know why she is troubled by 
constipation during pregnancy, The best reply by the 
nurse is that: (p. 52) 

1. Blood flow to the uterus increases and there is less. 
going to the bowel, resulting in constipation. 

2. Drinking fluids is less effective during pregnancy 
because your baby takes fluids from your 
body. 

3. Ahormone produced by the placenta relaxes your 
bowel and slows it down, 

4. Braxton Hicks contractions intermittently reduce. 
‘oxygen supply to the bowel, 


7. When a pregnant woman experiences lightening, 

the; (p. 50) 

1. Fetal head descends into the maternal pelvis 

2, Linea nigra fades sightly аз the due date nears 

8, Heart and respiratory rates decrease 
‘approximately 10% 

4. Nipples and areola become darker than surrounding 
tissue 


8. The risk for pyelonephritis In pregnancy is increased 
бу: (p. 53) 
1. Estrogen action on the urethra. 
2. Fetal position in the uterus 
3. Asymptomatic bacteriuria 
4. High sugar intake in food 


9. Pregnant women ate advised to le on their sides or tited 
slightly to ona side to prevent: p. 51) 
3. Orthostatic hypotension 
2. Cardiac displacement. 
3. Elevated blood pressure 
4. Supine hypotensive syndrome 


10. The woman usually begins to see the fetus as а person 
distinct from herselt when: (p. 56) 
1, She has a postive pregnancy test 
2. A doctor confirms that she is really pregnant 
3. She feels her baby move within her abdomen 
4. Other people recognize her as a motherto-be 
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w PHYSIOLOGIC AND PSYCHOLOGICAL CHANGES DURING PREGNANCY 


Clinical Situations. 
1. What should you teach pregnant women who are bothered by these common discomforts of pregnancy? 
1. Heartburn 


2. Varicose veins 
3. Diastasis recti 
2. How should you respond if a pregnant woman is dismayed at her appearance and complains that she is “ugly” and "fat"? 


Group Internet Activities 
^. Access а website on pregnancy and childbirth. Identify the source of information and determine whether It is designed to 
provide Information for the nurse or the patient. 


2. Access the websites in the ist of Online Resources on p, 59 and discuss information concerning topics in this chapter, 
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Multiple Choice. 
1. The expected frequency for prenatal visits in an 

uncomplicated pregnancy is: (р. 64) 

1. Monthly for the first 5 months and every 2 weeks until 
birth 

2. Monthly for the frst 7 months, every 2 weeks during 
the eighth month, and weekly until birth 

з. Monthiy for the entire pregnancy unless serious 
complications develop. 

4, Monthly for the first В months, every 2 weeks unti the 
due date, and twice per week if the woman goes past 
her due date 


2. А pregnant woman should be taught to promptly report 
Which of the following symptoms? (р. 80) 
1. Vaginal bleeding 
2. Slight faintness when lying down 
3. Swelling of the ankles 
4, Heartburn after eating 


3. During the third trimester of pregnancy, а woman should 
‘eat approximately additional calories per day. (p. 8!) 
1. 250 
2 500 
з. 750 
& 1000 


4. A woman says she has heartburn, most often at her 
evening meal. Choose the most appropnate 
recommendation for her. (p. 71) 

Ше on your right side for approximately half an hour 

affer your evening meal. 

2. Take liquids approximately half an hour after you have 
finished your solid foods. 

3, Eat most of your day's intake at your midday meal 
rather than in the evening, 

4, Sit up for approximately half an hour after you have 
your evening meal. 


5, A woman who is 6 weeks pregnant is experiencing 
nausea. The clinic nurse should teach her to: (p. 71) 
1. Eat crackers or plain toast before getting out of bed 
2. Eat a small amount of buttered toast in the moming 
3. Skip breakfast and eat lunch earlier than usual 
4. Drink тік and eat plain crackers on arising 


6. Constipation may be relieved by: (р, 71) 
1, Extra rest periods 
2. Iron supplementa. 
3. Cheese and dairy products 
4. Increased fluids and exercise 


7. To promptly relieve a leg cramp in the calf, the pregnant 

woman should be taught to: (p. 72) 

1. Bend the leg at tha knee while massaging the сай 
muscle 

2. Stretch the leg straight and point the toes 

3. Stand with the feet flat on the floor 

4. Sit tallor-style and press downward on the 
knees 


B. A woman in labor is using breathing techniques. 
learned in prepared childbirth classes and reports 
tingling and numbness of her fingers and lips. The 
‘nurse should recognize these sensations as signs 
of: (p. 86) 

1. Normal labor progress 

2. Hyperventilation 

3. Too-slow paced breathing 

4, Excess carbon dioxide In tho blood 


9. The purpose of the nonstress test is to evaluate the 

ability of: (рр. 67-68) 

4. The fetal heart to accelerate with fetal 
movement 

2, Fetal activity to develop a predictable day-night 
pattern 

3, Tho fetal hoart to remain stable when the mother is 
siressed 

4. Uterine muscle to remain relaxed with increased fatal 
activity 


10. Kick counts are а valuable fetal assessment of wél- 

being because they: (р. 68) 

1. Identity fetal hypoxia earlier than any other method 
avaliable 

2. Are the most accurate method for determining fetal 
well-being 

3, Increase the oxygen delivered to the fetus three 
times а day 

4. Are troe and directly involve the expectant woman 
in assessments 


11, A woman is scheduled for an abdominal ultrasound 

‘during pregnancy. Choose the correct teaching relate 

to this examination, (p. 67) 

1, The procedure wil take aporoximataly 2 пошт, 

2. Ultrasound cannot identity the presence of fetal hee 
motion, 

8, She must drink 1 to 2 quarts of water before the. 
procedure, 

4, Rha(D) immune globulin (RhoGAM) will be given 
attarwaro. 
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HEALTH CARE AND FETAL ASSESSMENT DURING PREGNANCY 


Clinical Situation. 
Use the MyPlate and the recommended calorie allowance to see how your own diet would measure up against national 
standards if you were pregnant. Do not overlook your ша intake. Where should you make adjustments if there are deficiencies? 


Group Internet Activities 
1. Access the website, www.whattoexpect.com. Discuss the calendar presented and how you can use It to teach patients about 
changes that take place during pregnancy, 


2. Access the Bradley Method of natural childbirth website, Discuss the well-balanced diet during pregnancy and the natural 
childbirth goals of the Bradley Method. 


3. Access the Lamaze International website and discuss the philosophy behind Lamaze births. 
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Multiple Choice 
^. Most oxygenation of fetal blood occurs during the: 
(рр 96, 98) 
1. Peak of the uterine contraction 
2. Relaxation between uterine contractions 
3. Onset of the uterine contraction 
4, Peak to the end of the uterine contraction 


2. The main difference between true labor and false 
labor is: (p. 99) 
1. Change in the cervix 
2. Regularity of contractions 
3. Discomfort of the woman 
4. Amount of bloody show 


3. Thinning of the cervix during labor is known ав: (p. 96) 
|. Station 

2. Ue 

3. Dilation 

4. Effacement 


4. To assess the frequency of contractions, the nurse should 

tima them from the: (p. 96) 

1. Onset of a contraction to the onset о! the next 
‘contraction 

2. Onset of a contraction to the end of the same 
contraction. 

3. End of one contraction to the onset of the next 
contraction. 

4. Peak of one contraction to the onset of the naxt 
contraction 


8. Engagement is important because it means that the: Ip. 98) 

1. Fetus is almost certain to be bom vaginally rather than 
by cesarean 

2. Placenta is delivering maximum blood to the fetus 
during contractions 

3. Mother and father are participating actively in thelr 
baby's bith 

4, Widest diameter of tha fetal head is at the pelvic inlet 


6. Extemal rotation occurs to allow the fetal: (p. 100) 

1. Head to pass through the inlet and lower pelvis. 

2. Shoulders to align with the anteroposterior diameter of 
the рема 

8. Neck to pivot under tha symphysis pubis and rotate 
anteriorly 

4. Head to take the path of least resistance as it passes 
through the pelvis. 


Т, Choose the maternal behavior that is most typical of tha. 
transition phase of labor, (p. 101) 
1. Some apprehension and uncertainty 
2. Happy, excited, seeking information 
3. Marked restlessness and irritability 
4, Feeling of satisfaction that the end is near 


8. Each of the following contraction assessments was 
noted, Select the one that should be reported. (pp. 96-98) 
1. Contractions every 2 minutes, duration 05 seconds, 
Intensity fim 
2. Contractions every 3 to 4 minutes, duration 60 to 
70 seconds, Intensity moderate 
3. Contractions every 3 minutas, duration 25 10 
40 seconds, intensity firm 
4. Contractions every 2 minutes, duration 50 to 
60 seconds, intensity moderate 


9. When tha membranes rupture, the nurse should assess 
the: (р. 89) 
1. Condition of the bladder 
2. Fotal heart rate. 
3. Characteristics of contractions. 
4. Mother's temperature, pulse, and respirations 
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ЕЛ PROCESS OF NORMAL LABOR 


Clinical Situations 

1. Use the following pattem of start and end times for contractions to calculate the frequency, duration, and relaxation interval 
tor a laboring woman's contractions. 
1. Start 0825:00 - End 0825:45 


2. Start 0830:00 – End 0830:45 
3. Start 0833:10 - End 0833:45 
4, Start 0840:15 - End 0840:55 
5, Start 0845:15 - End 0845:55 


2. Determine what types of prepared childbirth or other parenting classes are available at your clinical facility or їп your area. 
What are thelr charges, and what is the content of their classes? Are there special classes for groups such as teen mothers 
ог non-English speakers? 


Group Internet Activity 
Access the websites in the list of Online Resources on p. 105 and discuss information concerning topics in this chapter. 
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Multiple Choice. 

3. If tis not certain whether the amniotic memoranes have 
ruptured, the nurse will probably intially use what 
method or test to heip determine whether they have 
ruptured? (p. 127) 

1. Ultrasound examination 
2. Nirazine paper 
3. Amniocentesis 
4, Continued observation 


2, if a woman has по! taken prepared childbirth classes 
before labor, the ideal time during labor to teach her is 
the: (р, 130) 

1. Latent phase о! first stage 
2. Active phase of first stage 
33. Transition phase of first atage 
4. Second siaga 


3. It is important that the uterine muscias remain firm after. 
binh to: (p. 136) 
1. Reduce matemal discomfort. 
2. Decrease the size of the uterus 
3, Control placental site bleeding 
4. Regain muscle tone in the abdomen 


4, When placing an extemal sensor for uterine contractions, 

tha nurse should remember that: (p. 121) 

1. The extemal device gives a continuous readout of 
actual contraction frequency, duration, and intensity. 

2. The woman must be positioned before placement of 
the monitor ала must remain relatively stl. 

3, The membranes wil have to be ruptured for the 
extemal device to remain accurate during the second 
stage. 

4 The extemal device can ba used only for documenting 
frequency and duration of contractions, 


5. The primary advantage of internal methods of fetal 
monitoring is that these methode: (p. 122) 
1. Avold Infection 
2. Improve fetal oxygenation 
3. Speed labor progress. 
4. Improve accuracy 


6. Arepetiive pattem ot late decelerations develops on the 
fetal monitor. What is the appropriate initial nursing 
response? (p. 125) 

1. Reposition the mother to avoid the supine position. 
2. Reduce the rate of infusion of intravenous fluids, 

3. Give medication to stimulate labor, 

4. No action is necessary because the pattern is normal. 


7, Why might a woman have an amnioinfusion? (p. 127) 
1, To perform fetal chromosome analysis 
2. To wash out thick meconium from the uterus 
3, To assess fetal lung maturity 
4. To determine whether spina bifica is present 


a. A laboring woman's blood pressure is 145/94 mm Hg. 
This should be reported to the nurse-midwife because 
the blood pressure suggests the development 
ot (р. 118) 

1, The transition phase of labor 
2. A complication of pregnancy 
3, Fetal distress 

4. Readiness for delivery 


9, The woman's bladder should be frequently observed. 

during labor primarily because: (p. 129) 

4, Labor increases the risk of bladder infections. 

2. A full bladder increases the risk for a prolapsed 
umbilical cord. 

3, The bladder will be traumatized by multiple vaginal 
examinations, 

4. A full bladder reduces space needed in the рема 
for birth. 


^10. A newborn has a haart rate of 110 beats/min, good 
crying, sight flexion of the extremities, and pink color 
except for bluish hands and feut, You should assign tht 
newborn an Apgar score of _ (р, 140) 


11. Suctioning a newborn with a bulb syringe: (p. 139) 
1, May cause later temperature instability 
2. Removes excess carbon dioxide trom always 
3. Interferes with the parent-newborn bonding 
process 
4. Prevents aspiration of mucus and amniotic fluid 
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[^] NURSING CARE DURING LABOR 


Clinical Situations 

1. If your clinical unit has a computerized electronic fetal monitoring system. compare it with the photos In the text. Identify the. 
following features of paper strips or strips viewed on a computer monitor, 
1. Fetal heart rate grid 


2. Uterine activity grid 
3, 1-minute lines. 
4. 10-second lines (these may be 20-second lines rather than 10-second lines on computer monitors) 


2. When in the clinical setting, identity antepartal tests ordered for a woman and the reasons they were ordered. Common tests 
include ultrasound, nonstress test (with or without vibroacoustic stimulation), biophysical profile, and kick counts. If possible, 
talk with the woman and her partner about their feelings about the antepartal testing. 


Group Internet Activity 
Access the websites in the list of Online Resources on p. 145 and discuss information concerning topics in this chapter. 
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Multiple Choice 

1. A disadvantage of the epidural block method of pain 
management during labor is that it can cause: (p. 154) 
1. Maternal hypotension 
2. Newbom respiratory distress 
3. Poor pain relief 
4. Postspinal headache 


2. What drug should be available for emergency use for the 
‘newborn when a woman receives narcotics during labor? 
(p. 152) 

1. Fentanyl (Sublimaze) 

2. Diphenhydramine (Benadry!) 
3. Lidocaine (Xylocaine) 

4. Naloxone (Narcan) 


3. Severe headache after epidural analgesia may be relieved 
(р. 155) 
— woran on hec de supported by 
pillows. 
2. Epidural injection of a blood patch at the puncture site 
3. Bed rest for at least 12 hours 
4. Paced breathing techniques 


Group Internet Activity 


8 


STUDY 
GUIDE 


4. The narcotic drug of choice for pain гое! during the early 
latent phase of labor is: (p. 152) 


5, The use of general anesthesia for normal labor and 
delivery: (p. 155) 
1, Is contraindicated because of effects on the 
newborn 
2. is used when labor is prolonged 
3. May be combined with epidural analgesia. 
4, ів an option of pain relie the mother may choose 


Access the websites in the list of Online Resources on p. 158 and discuss information concerning topics in this chapter. 
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Multiple Choice 
1, Cold stress can cause: pp. 182, 185, Figure 9-3) 
1. Increased gas exchange 
2. High blood oxygen concentration. 
3. Persistence of fetal circulatory pattern 
4. Reduced consumption of calories 


2. If the mother was immune, the newborn should have 
temporary immunity to which disease? (p. 164, 
Table 9-1) 

1. Rubella 

2. Polo 

3. Cytomegalovirus 
4. Herpesvirus 


з. Dehydration is a risk for the newbom because: (p. 164, 
Table 9-1) 
1, Antidluretic hormone (vasopressin) function is limited, 
2. Regurgitation is common with feedings. 
Э, Renal function is not well established. 
4, Active peristalsis causes frequent runny stools. 


4. Newboms are likely to have physiologic jaundice 

because; (p. 164, Table 9-1) 

4, Large numbers of red blood cells are lost during the 
birth process. 

2. Their red blood celis have a longer life span than adult 
ones. 

3, They have a higher red blood сө! count with a shorter 
Ме span than adults. 

4, Their gastrointestinal tract cannot excrete stool italy. 


8. Hypoglycemia in tha newborn may ba caused by: (p. isa. 
Tablo 9-1) 


6. A pink spot on the diaper with urination should be 
interpreted as: (р, 175, Table 9-4) 
1. A bladder injury during birth 
2. The norma! presance of uric acid crystals. 
3, Maturation of the newborn kidneys. 
4. Excretion of excess sodium 


7. What is a sign that suggests newbom respiratory 
distress? (р. 168) 
1. Rate of 30 to 60 breaths/min 
2. Sternal retractions 
3, Abdominal breathing, 
4. irregular respirations 


8. Which is a normal assessment of the anterior fontanelle? 
ip. 170) 
4. Diamond shape, level with the skull bones, bulging 
with crying only 
2. Smaller than posterior fontanelle, sunken When 
at rest. 
3. Triangular shape, closes at 2 to 3 months, bulges with 


eying 
4. Diamond shapa, larger than posterior fontanelle, 
sunken when resting 


9. The nurse notes that а newbom has an enlarged, swollen 
area of soft tissues on the head, The swelling does. 
not cross sutura ines. This characteristic best describes: 


10, Possible dysplasia of the hips would be suggested by; 
(p. 176, Table 9-4, p. 178, Figure 0-13) 
3. A flexed thigh and lower leg resting position 
2. Asymmetry of the major gluteal and popliteal folds 
3. Absence of a "click" when abducting the hips 
laterally 
4. Equality о! leg length bilaterally when lying flat 


11. The first stool of the newborn should be: (р, 177, 
Figure 9-11) 
1. Yellow, soft, and mushy 
2. Pale green and formed 
3. Light brown and formed 
4. Dark green and sticky 


12. Tha phenylketonuria test is done before discharge to 

identify: (p, 181) 

1, A disorder that can cause mental retardation If not 
corrected with a diat 

2. Immunity to а varioty of chidnood diseases passed 
‘rom the mother 

з. Whether the newborn should have a hepatitis В 
immunization. 

4, The amount of bilirubin accumulating in the blood 
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[^] PHYSIOLOGIC ADAPTATION OF THE NEWBORN AND NURSING ASSESSMENT 


Clinical Situations. 


J. A new father watches everything you do as you care for his son. As you prepare the vitamin К injection, he asks why you are 
giving his baby “a shot.” How should you respond? 


2. Give examples of how you can prevent heat loss in the newborn through: 
1. Evaporation 


2. Convection 
3. Conduction 


4. Radiation 


3. You are caring for a newborn weighing 4052 g (8 Ib, 15 oz) who had a сиси! low forceps delivery followed by a difficult 
delivery of the shoulders, What assessments should you be especially observant for, based on this newborn's information? 


Group Internet Activities 
1. Access the Merck Manual website to research normal physlologic adaptations of the newbom, 


2. Access the website, hitp//health.state.tn.us/tactsheets/hearing htm. Discuss the value of newborn hearing 
tests. 


3. Access the websites In the list of Online Resources on p. 182 and discuss information conceming toples in this chapter. 


Multiple Choice 
1. Erythromycin ointment is applied to the eyes of a 


2. Prevent gonorrhea Infection 
3. Reduce imtalion from contact with air 
4. Prevent contamination with organisms on hands. 


2, Proper infection contro! requires that caregivers: 

(р. 190) 

1. Use gloves anytime they handle а newborn 

2. Wear masks when feeding or holding a newborn near 
the face. 

з, Keep the newborn in the nursery for the first 6 hours 
after birth 

4. Wear gloves when handling the newbom until after the. 
first bath 


3. After a circumcision, the priority is to assess for 
(р. 196) 
1. Swelling of the scrotum. 
2. Onset of amber-colored urine 
3. Bleeding at the circumcision site 
4, Pinkish stain on the diaper 


4. The correct method to use when reuniting a mother and 

newborn is to: (p. 186) 

1. Look at ће baby's name on the crib card and match it 
to the mother's name, 

2. Ask the mother whether she is Mrs... and it she 
answers correctly, give her the baby. 

3. Place photos of the newborn in the correct room and 
match the photo and the baby, 

4, Match the names and numbers on identification 
bracelets of the mother and baby. 


5. When teaching parents to care for the umbilical cord, the 
nurse should teach them to: (р. 186) 
1. Fold the diaper so that ts top is below the cord. 
2. Cover the cord with a gauze pad before 
diapenng 
3. Apply antibiotic olnimant two or three times 
per day 
4, Keen alcchol wipes on the cord until it falis off 


GUIDE 


6. When teaching parents about use of the bulb syringe, the 

nurse should teach them to: (pp, 194, 196) 

1. Discard the bulb syringe after each use 

2. Depress the bulb syringe, suction the mouth, release, 
then suction the nose if needed 

3. Release the bulb syringe after removing from the 
‘mouth or nose. 

4. Suction the nose before suctioning the mouth, then 
release the bulb syringe 


Т. The nurse should teach new parents that which type of 
stool i$ abnormal for thar newborn? (p. 192) 
1. Dark greenish black 
2. Yellowish green. 
3, Yellow, soft, frequent. 
4. Hard, infrequent 


B. The safest way for a newborn to ride home in a car from 

the hospital is: (pp. 198-199) 

1, Held in the arms of his or her mother (who is properly. 
‘seat-belted) 

2. In a rear-facing newborn car seat in the rear seat 

8. With a newbom carrier that is secured with the lap balt 
system 

4, In the front seat belted in a rear-facing newbom 
seat 


9. When teaching the mother just before discharge about 
her son's new circumcision, the nurse should teach her 


that: (p. 198) 
1. The Plastibell should be removed by the physician іп. 
2 weeks. 
2, Blood oozing trom tho эйе is expected for 2 or 
3 days. 
3, The baby should urinate at least six times per day. 
4, The diaper should be applied mora tightly than usual. 
to contro! bleeding. 


10, To assess tor jaundice in the newbom, the nurse should: 
(p. 182) 
1. Stroke the sole of the foot 
2. Compare the two hands. 
3. Press the sternum gently 
4. Examine the sclera of the eyes 
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[^ ] NURSING CARE OF THE NEWBORN 


licel tio. 
1. New parents are bombarded with many instructions on care of the new baby as well as self-care of the mother. What means 
does your clinical facility have to help new parents retain or recall information that they have been taught? This may include 
printed materials, closed-circuit television, and Videotapes. Does your facility have telephone hotlines or other home care 
arrangements for parents who have questions after discharge? 


2. What teaching would you give new parents about thelr baby's abilities to see and interact with them? 


Group Internet Activities 
1, Access the website, www.aap.org/family/carseatguido.htm. and plan a teaching guide to help parents select an appropriate 
саг seat for their newborn, 


2. Access the websites in the list of Online Resources on р. 203 and discuss information concerning topics in this chapter. 
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Multiple Choice 

1. The nurse should explain to tha woman that 
breastfeeding shortly after delivery benefits her because 
* (p. 208) 
1. increases the secretion of estrogen 
2. Increases the secretion of progesterone 
33. Promotes the immediate flow of miik 
4. Promotes the contraction of her uterus. 


2. The main benefit of colostrum for the newborn is that this 
substance: (p. 207) 
4. Is higher in calories than the mik that appears later. 
2. Provides high levels of antibodies to the newborn 
3. Delays tha excretion of the first meconium stool 
4. Provides more fluid than breast milk or formula 


3. The lat-down reflex occurs because of the release of 
(p. 206) 
1. Oxytocin trom the posterior pituitary 
2. Estrogen from the ovary 
3. Prolactin from the anterior pituitary 
4. Lipase from the breast 


А new mother wants to know why her newborn wants to 

feed зо often, usually every 2 to 2,5 hours, The nurse 

should answer that: (р. 208) 

1, The physician should be notified because the 
newborn is nursing unusually often. 

2. The mother's breast mik may not be meeting the 
infant's needs, 

3. Breast mik is digested quickly, and the newborn's 
‘stomach capacity s small at this time. 

4. She can try supplementing with formula at the and 
of each breastfeeding session, 


5. During breastfeeding, regardless of the specific position 
chosen, the nurse should teach the mother that Ihe 
newborn should: (p. 208) 

1, Have the head turned slightly toward the breast 
2. Face tho breast directly when latching on and suckling 
3. Not be placed on pillows to prevent suffocation 
4. Nurse for no longer than 15 minutas at the first breast 


€. If it is difficult tor the newborn to grasp the nipple 

because the mother's breasts are engorged, the nurse 

should tell her to; (p. 211) 

1. Give the baby formula for one feeding unti the breasts 
aro softer. 

2. Place ice packs on the breasts for 20 minutes belore 
the foeding, 

з. Roll the nipple and areola of each breast unti the 
nipple stands out. 

4. Massage the breasts gently from the outside toward 
the nipples. 


7. The breastfeeding woman should eat approximately 
—— more calories each day compared to her prez 
pregnancy diet. (p. 206) 

1. 300 
2.500 
3. 1200 
4, 2200 


8. The nurse should teach the new parents which safety 
precaution regarding newborn formula? (рр. 219-220) 
1. using a microwave to warm the formula, warm tina 
glass measuring cup before pouring It into the bottle. 

2, The rate of miik Пом should be a small, steady stream 
when the bottle is inverted. 

3. Allow а small amount of air to enter tha nipple ta 
prevent negative pressure. 

4. Leave formula at room temperature no longer than 
2 hours after preparation. 


9. Nursing bottle caries are caused by: (p. 222) 

1. Allowing the newborn to have тік or Julce to suck on 
tor a prolonged period 

2. inadequate maternal calcium intake during the 
prenatal period 

з, Poor dental hygiene before eruption of the first teeth 
‘at 6 to 9 months 

4, Inadequate intake of formula or breast mik in the early 
Weeks after birth 


10. The mother should alternate the breast the baby first 


nurses from at each feeding because: (ор. 208, 211, 

Table 11-3) 

1. The baby gets а larger percentage о! foremik from 
the breast used last in the previous feeding, 

2. Мік production increases and will be removed more. 
equally from the breasts If they are alternated, 

33, The tasta of breast milk differs at each breast. 

4, Breasts will keep a relatively equal appearance and 
size while the mother (в nursing. 
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NEWBORN FEEDING 


Clinical Situations. 
1. Does your clinical facility have one or mora lactation consultants? Does the (асіну have a published policy in support of 
breusifeeding? Are breastfeeding classes conducted? If possible, attend one of these classes. 


2. You are teaching a new mother how to breastfeed for th first time, She has read books butis not sure ifthe baby is latched on 
correctly and is really "getting anything to eat." What should you tell her? 


Group Internet Activities 
1. Access the website, www.whattoexpect.com, and discuss tha Information presented on breastfeeding and bottle feeding. 


2. Access tne La Leche League International website and discuss materials avaliable to professionals concerning breastfeeding, 
з. Access the websites іп the list of Online Resources on p. 223 and discuss Information conceming topics іп this chapter. 


Multiple Choice. 
1. The return of the uterus to near its pre-pregnant size is 
called: (p. 226) 


2. The nurse notes that the drainage on а postpartum 
woman's perineal pad is red and approximately 5 inches 
long, The nurse should chart this as: (p. 228) 

1. Lochia alba, scant 
2. Lochia rubra, large 
3. Lochia serosa, small 
4. Lochia rubra, moderate 


3. Afterpains are caused by: (p. 228) 
4. Sustained uterine relaxation with only occasional 
contraction 
2. Altornate contraction and relaxation of the uterus 
3. Sustained uterine contraction with no relaxation 
interval 
4. Total failure of the uterus to contract. 


4. When a postpartum woman ambulates to the bathroom 
for the first time, sha has a gush of dark red blood that 
soon stops, Hor fundus is fim, midline, and at the level of 
the umbllicus, The nurse should interpret this information 
As: (р. 228) 

1. Normal postural discharge of lochia when assuming an 
upright position 

2. A дп of possible postpartum hemorrhage that should 
be reported 

з. indicative of n possible laceration of tha birth canal that 
жаз not noted at birth 

4, Preliminary to the development of postpartum 
infection 


5, A uterus that does not remain contracted after birth will 
result in: (p. 227) 
1, Infection 
2. Subinvolution. 
3. Hemorrhage 
4. Delayed menstruation 


GUIDE 


6. The nurse assesses the following vital signs on a woman 
who gave birth vaginally 10 hours earlier: temperature, 
37.7" C (100° F); pulse, 60 beats/min; respirations, 18 
breaths/min; blood pressure, 118/60 mm Hg. The 
woman reports being sweaty but is otherwise 
comfortable. How should the nurse interprot this 
Information? (p. 232) 

1. The woman is demonstrating signs und symptoms of 
‘shock because of her slow pulse and dlaphoresis, 
2, The woman's elevated temperature and diaphoresis 

are signs of infection. 
3. The slow pulse suggests a possible cardiac problem. 
4. The woman's vital signs and assessment are normal. 


7. When counseling about family planning, the nurse should 
advise both nursing and nonnursing mothers that 
ovulation: (p. 233) 

1. May occur at any menstrual period, including the first 
‘one after birth 

2. Rarely occurs when nursing but may occur if a woman 
oes not nurse regularly 

3. Occurs erratically the first year after a birth but raroly 
‘within the frst 6 months postpartum. 

4 Cannot occur in the breastfeeding mother because of 
the prolactin secretion 


B. The postpartum phase in which the woman is ready to 
become more independent and participate in newborn 
‘care в the: (p. 234) 

1. Taking-in phase 
2. Taking-hold phase 
3. Formal stage 

4 informal stage 


9, Essential teaching related to a postpartum rubella vaccine. 

s to: (p. 246) 

1. Reporta temperature of 37.7* C (100 Р) or more to the 
physician 

2. Be aware that the veceine often causes а rash or 
musola aches 

3, Use reliable contraceptives for at least 3 months after 
the vaccine 

4, Return to the clinic for a second dose of the vaccine in 
3 months 
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[55] POSTPARTUM ASSESSMENT AND NURSING CARE 


Clinical Situations. 
1. Fora woman who is about to be discharged 36 hours after a vaginal birth, what should you teach her about the characteristics 
of lochia discharge and what to report to the physician or nurse-midwite? 


2. When making an assessment of a woman who is 3 hours postpartum after her third baby, you note that her fundus is soft, 2 
‘om above the umbilicus, and deviated to the right. Her vital signs are temperature, 37,37 С (99.2° F); pulse, 82 beats/min; 
respirations, 18 breaths/min; blood pressure, 116/60 mm Hg. Lochla rubra is heavy, What should your initial and 
‘subsequent actions be? Give a rationale for each. 


Group Internet Activities. 
1, Access the website, www postpartum net/mothers-act htm, Discuss the MOTHERS Act, legisiation that affects postpartum 
саге accessibiity, 


2. Access the websites in the list of Online Resources оп p. 247 and discuss information concerning topics in this chapter, 


Multiple Choice. 

1. A woman arrives at me emergency department with 
severe lower abdominal pain. She has missed one 
menstrual period but says she should not be pregnant 
because she has an intrauterine device, She does not have. 
элу vaginal bleeding, The nurse should suspect: (p. 253) 
1. Threatened abortion 
2. Ectopic pregnancy 
3. Incompetent cervix 
4. Hydatidiform mole 


2. A woman is admitted at 11 weeks! gestation with 
moderate vaginal bleeding, Nursing responsibiitios 
Include preparing for: (pp. 251-252) 

1. Delivery and resuscitation of the newborn 
2. Blood transfusion. 

3. Intravenous fluid therapy 

4, Induction of labor 


3. The purpose of giving АҺ.) immune globulin (Rh. GAM) 

After birth is to: (p. 258) 

1. Increase development of Rh antibodies in the. 
Rh-negative newborn to prevent future sensitization 

2. Reduce the total quantity of Rh-negatve fetal blood in 
the Rh-positive mother's circulation. 

3, Determine whother the Rh-negative woman is. 
‘sensitized to Rh-positive blood (гот the fetus 

4, Prevent development of anti-Rh antibodies in the 
Rh-negative woman after the birth of an fit. Sa 
baby 


4, The primary risk to the fetus when the mother has 
gestational hypertension results from: (p. 259) 
1. Enlargement of her liver. 
2. Reduced maternal nutrient absorption 
3. Spasm of the vessels supplying the placenta. 
4. Increased urinary output 


5. During assessment of a woman with gestational 
hypertension, she reports gradually worsening "stomach 
рап." The nurse assesses her deep tendon reflexes and 
notes that they are ай +4 with positive clonus. On the basis 
ofthis assessment, the nurse should immediately: (p. 283) 
1. Ask the woman to walk to the bathroom and urinate to 
‘obtain a specimen to test for protein 

2. Explain that the abdominal pain occurs because her 
Бару is getting larger and pushing upward. 

3. Pac the side rails, raise them, darken the room 
‘slightly. and notify tne physician of the assessment 

4. Start an intravenous Infusion of normal saline with a 
Secondary infusion of calcium gluconate 


e. Pain in the calf of the pregnant woman's leg when the 
nurse dorsifiexes her foot is called: (p. 265) 
1. Thrombophiabitis 
2. Homans’ sign 
3. HELLP syndrome 
4. C 


7. Insulin needs for the pregnant woman with preexisting 

dlabetes melitus are expected to: (p. 260 

^t. increase during the first trimester and then decline. 
Until after birth 

2, Decrease during the first and second trimesters and 
increase during labor and after birth 

3, Decrease during the second trimester and rite during 
the third trimester and during breastfeeding 

4, Increase during the second and third trimesters and 
decroase aftor birth 


8, Pregnant women with diabetea have а groater risk for 
urinary tract Infections because they: (9. 271) 
1, Have higher ketone levels in their urine 
2, Cannot empty their bladders effectively 
33. Are limited in tha quantity of fluids they can consume 
4. Зри more glucose in their urine 


9. ifa pregnant woman is по! immune to rubella, the 
appropriate nursing intervention is to: (p. 273, Table 19-6) 
1, Teach her to avoid situations where she is likely to bo 
exposed 

2. Give her t^e rubella Immunization to prevent infection 

3, Tell her that she should abort the pregnancy and then 
be immunized 

4. Reassure her that rubella is a mid infection that rarely 
Causes problems. 


10, Parents of a stllibom who had severe anomalies say they 


Want to see their baby. Tha nurse should: (p. 276) 

1. Recommend that they wait unti! thelr physician can 
talk with them further about the baby 

2. Consult with the hospital chaplain before making à 
decision about the parents’ request 

3. Explain how the baby will look and fee! before 
bringing the baby to them 

4. Advise them that tha baby's birth defects will only 
upset them more f they see thom 
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ES HEALTH PROBLEMS COMPLICATING PREGNANCY 


Clinical Situations. 


1. You are speaking to a group of high schoo! students about the Importance of good nutrition. What should you tell them about 
folic acid and why? What foods have this nutrient? Check the March of Dimes website for more information. 


2. Research the policies and procedures in your clinical facility on perinatal grief and loss. How does this policy compare with the 
points covered in your text? Are there special mementos given to the parents of stilborns or newborns who die? 


Group Internet Activities 
1. Access the National institute of Child Health and Human Development website and discuss how gestational diabetes can 
complicate pregnancy, 


2. Access the websites in the list of Online Resources on p. 279 and discuss information concerning topics in this chapter, 
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Muitiple Choice 
1. A Woman enters the labor and delivery unit in probable 
preterm labor at 28 weoks' gestation. She nas а 
‘catheterized urine specimen ordered. What is the most 
likely reason for this order? (p. 281) 
1. Preterm labor treatment usually causes women to have 
а bladder infection because of restricted fluid intake. 
2. Cutheterized urine specimens are usual for any 
woman admitted to the labor and delivery unit. 
3, Urinary tract infections are strongly associated with 
the occurrence of preterm labor, 
4. Reduced sensation to urinate occurs with most 
treatments for preterm labor, 


2. The purpose of steroids in tha management of preterm 
labor is to: (p. 283) 
1. Stop the uterine contractions 
2. Reduce inflammation o! the uterus 
3. Identity degree of risk for preterm binh 
4, Promote feta! lung maturation 


3, Labor characterized by contractions that have become 
weak at à time when they should be getting stronger is 
termed: (p. 285) 

1. Hypotonic uterine dysfunction. 
2. Hypertonic uterine dysfunction 
3, isotonic labor 

4. Dystonic uterine dysfunction 


‘The nurse should bo observant for which added 
‘complication when the fetus is in а breech presentation? 
(р. 287) 

1. Prolapsed cord 

2. Postmaturity syndrome 

3. Precipitate labor 

4. Vacuum extraction birth 


8. if a woman's fetus is in the right occiput posterior 
position, the nurse should suggest which maternal 
position to faciitate norma labor progress? (p. 287) 
1. Lithotomy position with the (ower legs elevated 
2. Lying flat with a slight tit toward her right side 
3. Hands-and-knees position 
4. Sent Fon ef a position 


6. The initial nursing care after ann tem / should be to: 
(p.290) 
1. Place a dry underpad under the woman's buttocks 
2. Chart the amount, color, and odor of the Па 
33. Determine the nature of contractions ater the procedure. 
4. Evaluate the fetal heart for nonreassuring rates or 
patterns 


7, Anewbom was bom with the assistance of a vacuum 
‘extractor, and the parents express concem about the 
‘edema on their baby's head. The nurse's best 
‘explanation of this edema is that: (pp. 292-293) 

1, The suction created by the cup made the scalp swell, 
but it will go away within a few days. 

2. Applying ice to the baby's head will make the swelling 
go down taster. 

з. itis called molding, andit occurs as the baby's head is 
compressed in the birth canal. 

4. The swelling looks funny but is really harmless, so you 
don't пева to worry about it 


B. What nursing measure speci to the amnioinfusion 
procedure should be Implemented during a woman's 
labor? (p. 294) 

1. intermittently document the fetal heart rate. 

2. Change underpads regularly and maintain a dry 
environment. 

3. Maintain the woman in an upright position during the 
'amnicinfusion. 

4. Discontinue ali oral intake, including ice chips, during 
the procedure, 


9, The transverse uterine incision is favored for cesarean. 

birth because it (p. 296) 

1. Has the lowest incidence of postoperative. 
infection. 

2. Doas not lead to the development ot uterine fibroids in 
тіне 

3. Provides the greatest amount of room to deliver a 
large newborn 

4. is the least likely to rupture during a later birth 


10, The primary purpose of the indwelling (Foley) catheter in 

the woman having a cesarean birth is to: (p. 297) 

1. Measure the adequacy of urinary output during 
surgery 

2. Keep the bladder out of the way of the uterus during 
surgery 

3. Delay the time when the woman will have to ambulate. 
postoperatively 

4. Prevent lochia from entering the bladder during and 
after surgery 
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COMPLICATIONS OF LABOR AND BIRTH 


Clinical Situation 

1. With a classmate, practice giving preoperative teaching to a woman having a planned cesarean birth for a breech 
presentation with her first baby. Assume that the woman will have an epidural block anesthesia. Include aspects of 
preoperative care, newborn care, and postoperative care. Critique each other's teaching. 


Group Internet Activities 
1. Access the American College of Nurse-Midwives website and discuss the report on vaginal birth after cesarean birth. 


2. Access the websites in the list of Online Resources on p. 302 and discuss information concerning topics in this chapter. 
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Multiple Choice. 
1. The newborn bom at 38 weeks and assessed by the 
nurse to be in the 7th percentile for weight would be 
classified as: (p. 303) 
1. SGA, preterm. 
2. AGA, term 
3. SGA, term 
4. AGA, preterm 


2. The nurse should observe the newborn with intrauterine 
{growth restriction for what nutritional problem? (р. 308) 
1. Hypoglycemia 
2. Obesity 
3. Excess glycogen reserve 
4. Anemia. 


3. inadequate surfactant may cause a newbom to have 

respiratory distress because: (р. 309) 

1. Excess lung fluid accumulates in the air sacs, 
reducing oxygen and carbon dloxide exchange, 

2. Mucus becomes thick and sticky, adhering to the 
smaller airways in the respiratory tract. 

3. 1t allows solid material to remain in the airways, where 
It tends to cause infection. 

4. it reduces tha ability of the alveoli to remain slightly 
‘open during expiration, 


4. Periodic breathing is defined as: (p. 310) 
1: Cessation of breuthing for 15 seconds or more. 
2. An Irregular pattem to the respirations 
3. Occasional grunting sounds with axpirations 
4, Inadequate brown fat to tual respiratory effort 


5. To reduce the preterm newbom’s risk for developing 
retinopathy of prematurity, the nurse whould: 
(op. 313-314) 
1 Closely monitor the oxygen content of the blood 
2. Provide supplemental oxygen with an Oxyhood only 
3, Minimize the disturbances of the newborn 
4. Limit formula or breast milk feedings in the first week 


6. The ideal feeding for a preterm newborn is: (p. 313) 
4, Commercial preterm newborn formula 
2. Human breast тік 
3. Regular newborn formula 
4. Breast milk, diluted halt strength 
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STUDY 
GUIDE 


7. The nurse should suspect development of necrotizing 
enterocolitis in the gavage-ted preterm newbom If: 
(pp. 314-315) 

1. The newborn has overactive bowel sounds 

2. Bowel movements are absent for 1 day 

3. Radiographs show an absence of air in the bowel 
4. Gastric residuals increase over several feedings 


8, What result will a patent ductus arteriosus have on the 

pulmonary circulation? (p. 314) 

1, It will reduce circulation to the lungs intially and then 
increase circulation. 

2. Iwill cause congestion in the lung: 
‘oxygenation, 

3. it wil cause а. 
‘the foramen ov 

4. it Wil reduce tha total aras in the lungs available for 
oxygen and carbon dioxide exchange, 


ind reduce body 


to-left shunting of blood through 


9. Nursing care that may reduce the risk for an intracranial 
hemorrhage in the preterm newborn is to: (p. 315) 
1. Provide continuous noninvasive oxygen monitoring 
2. Teach parents how to gently handle their preterm 
newborn 
3. Avoid giving the newborn too much formula or breast 
тік 


4. Limit the use of analgesics such as morphine 


10. The nurse is assisting the mother of a preterm newborn in 
performing kangaroo саго tor the ist time with her 
intubated newborn, Select the best teaching by the 
nurse related to this type of care. (pp. 316-317) 

4. "Kangaroo care helps reduce the incidence of infections. 
апа brain hemorrhage in very preterm newboms," 

2. "Kangaroo care gives you a chance to fee! important. 
to your baby and reduces the baby's risk for 
infection,” 

3. "Kangaroo care will make it much easier for you when 
you take your baby home from the hospital,” 

4. "Kangaroo care can facilitate parent-newborn 
attachment and help stabilize the newborn,” 
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[>> | THE NEWBORN AT RISK: CONDITIONS ASSOCIATED WITH GESTATIONAL AGE AND DEVELOPMENT 


Clinical Situations 
1. Amother and father are entering the special care nursery for the first ume to see their preterm newbom giri bom earlier in the 


day by cesarean birth. What would be а good nursing approach to the first visit by these new parents and the rationale for each 
action? 


2. The mother of a preterm newborn gir, 32 weeks! gestation, says that she is disappointed that she cannot breastfeed her baby 
аз she planned. How should the nurse respond to this mother? 


Group Internet Activities 
1. Access the Merck Manual website to find the signs, symptoms, and complications of prematurity. 


2. Access the websites in the list of Online Resources on p. 318 and discuss information concerning topics in this chapter. 
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Multiple Choice 
1. A trisomy is best described as the: (p. 321) 
1. Absence of a gene on the X chromosome 
2. Rearrangement of genetic material In the ovum 
3. Presence of an extra chromosome іп each body cell 
4. Absence of an entire chromosome in each ovum 


2. Parents of a child with Down syndrome will need to take 
‘extra steps to reduce the incidence of: (p. 322) 
1. Unintended impregnation of a female by their male 


chid 
2. Excessive problems witn respiratory tract infections 
3. Hearing difficulties and deatness 
4. Poor eye and hand coordination. 


3. What discharge teaching I$ essential related to the 

phenylketonuria screening test? (p, 323) 

1. Normal screening rosuits reassure the parents that 
their baby Goes not have this uncommon genetic 
disorder. 

2. The parents should feed their baby a low-phenyialaning 
formula untl the screening results are complete 

3, Results from the screening will be known in 
‘approximately 3 weeks when they visit thoir pediatrician, 

4. They should return to the pediatrician as 
recommended in approximately 3 weeks for a follow- 
up phenyiketonuria test. 


4. Which condition increases the newborn's risk for 
excessive jaundice? (p. 324) 
т, Neonatal anemia 
2. Cephalhematoma. 
3. Hypothyroidism 
4. Early passage of meconium 


5. To reduce the likelihood that an Rh-nagative newborn wil 
be affected by the development of materna! antibodies to 
Rr-positive blood, the mother should receive: (p. 329) 
1. Indirect Coombs’ factor within 72 hours of birth 
2. Limited amounts of Rh-positive blood to reduce her 

sensitivity 
3. A blood transfusion to replace destroyed erythrocytes 
4. Rho(D) immune globulin after each f. pos d 
pregnancy or as indicated 
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6. When à newbom is receiving phototherapy, the nurse 
‘must pay special attention to: (p. 330) 
1. Fluid balance. 
2. Glucose level 
3. Respiratory function. 
4. Mouth care 


7. Meconium aspiration syndrome тау be prevented by 
the use of . at birth, (p. 335) 
4. Artificial surfactant 
2. Extracorporeal membrane oxygenation 
3. Amniocentesis 
4, Immediate upper airway suctioning 


8. A common manifestation of neonatal sepsis is: 
dp. 337) 
1. Hypoglycemia 
2. A low and unstable temperaturo. 
3, Hypertension and a red skin color 
4. Abdominal distention 


9, One sign of neonatal hypoglycemia is: (p. 332) 


10. The best environment for the newborn who (в 
withdrawing Кот materna! substance exposure 
le ini (p. 339, Table 16-3) 
1. A rocking swing in a quiet, cool, welit room 
2. The main nursery to facilitate observation 
3. А darkoned, quiet urea with few disturbances 
4, An incubator to reduce infection risk 


BÓ THE NEWBORN AT RISK: ACQUIRED AND CONGENITAL CONDITIONS 


Clinical Situations. 

1. Anewbom of a diabetic mother has a glucose level of 38 mg/dL on a routine screen. According to hospital policy, the nurse 
has the laboratory draw a stat venous sample for glucose level, which has just been done. What are the next steps that are 
appropriate for this newborn? 


2. Check your clinical facility's policies regarding steps taken when а woman who abuses substances is admitted. These 
policies may include both the woman and her newborn. Are there safeguards in place to ensure the safety of the newborn on 
discharge? 


Group Internet Activities 
1. Access the National Association for Down Syndrome website and discuss services avaliable to the public. 


2. Access the websites in tho list of Online Resources on p. 342 and discuss information concerning topics in this chapter. 
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Multiple Choice 
4 TTY OLS lr айу карал патоне 
(р. 343) 
1, Dislodged clots а! the placental site 
2. Relaxation of the uterus 
3. Retained fragments of the placenta 
4. Disruption of cesarean incisions 


2. Women are abie to tolerate the expected blood loss at 
birth because they: (p. 343) 
1. Are typically young, healthy, and well nourished 
2. Have а normally lower blood pressure and pulse 
3. Have increased blood volume of up to 2 L during 


pregnancy 
4. Have high iron stores from supplements taken 


3. The owrlest sign of reduced blood volume caused by 
hemorrhage in a postpartum woman is: (p. 343) 
1, Increasing pulse and respiratory rates 
2. Falling blood pressure and rising pulse rate 
з. Pale skin ала mucous membranes 
4. Moist, cool, and clammy skin 


4. Which patient has the greatest added risk for developing. 

hemorrhage related ta uterine atony? (p. 344) 

1. А woman who had a 2721 g (6 Ib) newborn after a 
30-hour labor that was stimulated with oxytocin 

2. A woman who had a 4309 g (8 b. В oz) newborn by 
‘cesarean birth and who required magnesium sulfate 
to contro} seizure activity 

3. A woman who had preterm twins, weighing 1887 g 
(8 lb, B oz) and 1590 g ( Ib, 6 ог), by spontaneous 
labor of 6 hours 

4. A woman who had а 340! g (7 Ib, В oz) baby after 
premature rupture of membranes 


5, The nurse should express clots from the uterus only whan 
‘the uterus is well contracted to prevent uterine: (p, 346) 


6. The nurse notes that a patient continues to have. 
excessive and bright rad vaginal bleeding despite having 
а firm uterina fundus and having recently emptied her 
bladder, The nurse should: (p. 346) 
1. Notify the health care provider 
2. Massage the uterus continuously 
3. Insert an indwelling catheter 
4. Start an intravenous infusion 
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TUDY 
GUIDE 


Т. А small hematoma on the vulva is best treated with: 
(p. 345) 
1. Hot sitz baths and warm perineal packs. 
2. Incision and removal of the clot 
3. Ice to the aree plus analgesics as needed 
4. Oxytocin Immediately after birth 


8. Which patient has the highest risk for postpartum 
infection? (pp. 348-350). 
1. A woman who had a precipitate delivery. 
2. А woman who has uterine atony 
З. А woman who had premature rupture of membranes. 
ала prolonged labor 
4. A woman who delivered premature twins 


9. What is the correct teaching for à woman being 
discharged who wil be taking ampicilin tor a urinary tract 
infection 2 days after delivery? (p. 351) 

1. Drink large amounts of fluid, approximately 3000 mL 
‘day, to fish the bacteria from your urinary tract. 

2. Delay nursing your baby until you have finished taking 
the ampicillin in approximately 10 days. 

3. Perform any perineal cleansing and pad application 
in а back-to-tront direction to maintain best 
hygiene. 

4. Acid urine promotes bacterial growth, so avoid juices 
much as cranberry, apricot, plum, and prune. 


10. To promote Improvement of mastitis, the woman should 
be taught to: (pp. 351-352) 
1. Wear a tight bra or breast binder until lactation has 


stopped 

2. Limit the amount of time that the newborn nurses on 
such breast 

3, Koap the breasts empty with a pump or by newborn 
‘suckling if advised 

4. Nurse only on the breast that does not have an 
infection 


Copyright © 2012, 2008 by Saunders, an wen of E. inc. Сопу" 1983 renewed by Frank P. Bier. At rignt езегу. 505 


B POSTPARTUM COMPLICATIONS 


Clinical Situations. 
1. A friend tells you that she thinks a cesarean birth would be the easiest way to have a baby. How might you answer this 
statement as a nurse? 


2. Think of some ways you can communicate with a new mother who seems to be having the postpartum blues. She complains 
о! crying forno reason, although she is basically happy and says she does not know what is wrong, What is a good explanation. 
for this mother? 


Group Internet Activities. 
1. Access the Merck Manual website for information on the signs and symptoms of the most common postpartum 
complications. 


2. Access the websites in the list of Online Resources on p. 354 and discuss information conceming topics in this chapter. 
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Multiple Choice 

1. When providing health counseling to an adolescent, the 
туло must realize that one of the most important 
Influences in a girl's Ме is her: (op. 356, 357, Table 18-2) 
1, Siblings 
2. Peer group 
3. Teachers 
4. Boyfriend 


2. The nurse should remember that young adolescent 
parents may need added support In caring for thelr 
newborn because: (p. 356) 

1. Teen parents are unable to lear what should be done 
in the care of a newborn, 

2. Teons can handle only one or two care tasks at a time. 
‘rather than multiple tasks. 

3. They are more interested in further sexual encounters 
than in caring for their newborn, 

4. Their behavior is self-centered, and they cannot easily 
face their responsibilities as parents, 


Э, In their efforts to develop emotional intimacy, 

adolescents are often confused by: (p. 357, Table 18-2) 

1. Peers who expect them to retell everything that 
happens after an encounter 

2. Parents who send mixed messages that sex before 
marriage is acceptable it no pregnancy results 

3, Limits placed on thair behaviors by parents who try 
to prevent а premature pregnancy 

4, Misinterpratation of sexual relationships as 
‘commitment ar intimacy by the partner 


4, Nutritional concerns during the adolescent's pregnancy 
Include: (p. 359, Table 18-3) 
4. Reduced vitamin C absorption because of immature. 
uptake. 
2. Excessive iron absorption related to high calcium 
intake 


3, Consumption of emply-calone foods and fad diets. 
4. Increased incidence of gestational diabetes mellitus 


5. Although contraceptives are avallable to adolescents, 
they may not use them because adolescents tend to: 
(р. 362) 

1, Fear the contraceptives’ adverse effects on their 
‘sexual function 

2. Think that the contraceptives interfere with 
spontaneity of sex 

8. Expect their parents to disapprave of thelr sexual 
activity 

4. Set limits of responsiblity for thelr own behavior 


6. A common reason the adolescent giri delays prenatal 
care is: (p. 360, Table 18-4) 
1. Denial that tne pregnancy actually exists 
2. Belief that she does not really need medical care 
3. A lack of understanding of the benefits of prenatal 
care 
4. A desire to avoid being told what she should eat or do 


т, Professional negligence occurs when n patient: (p. 385) 

1. Is not given care in the time frame prescribed by a 
critical pathway. 

2. Has an injury or dies as a direct result of the nurse's 
action 

3, Has care provided by nonlicensed assistants, such as. 
aides 

4. Declines the services of a professional nurse in the 
outpatient setting 


8. A common prenatal test for fetal health that the nurse 
would teach a woman to perform in hor home is the: 
(p.366) 

1. Kick count 

2. Biophysical profile. 
3, Amniocentesis 
4. Nonstress test 


9. A cause for a positive home pregnancy test other than 
а normal intrauterine pregnancy is: (p. 365) 
т, Hydatidiform mole 
2, Uterine fibroid tumors 
3. Diabetes melitus 
4. Group В Streptococcus infection 


10, Home prenatal visits for low-risk women are primarily 

‘aimed at: (o. 366) 

1. Explaining how to obtain governmental aid for 
medical and nutritional саге during pregnancy 

2. Increasing the number of women Who breastteed 
their newborns for at least 6 months. 

з. Reducing barriers that prevent the woman trom 
obtaining early and regular prenatal care 

4. Giving poor women free or low-cost care that they 
Cannot obtain from physicians. 
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Е THE PREGNANT ADOLESCENT AND MATERNITY NURSING IN THE COMMUNITY 


11. The nurse is making а home visit 3 days after birth, The 
newborn has been nursing poorly and is jaundiced. His 
bilirubin level is slightly elevated. What action should the 
nurse expect based on this information? (p. 368) 

1. The pediatrician will recommend that the parents 
‘change the newbom to formula rather than breast mik, 

2. The newborn will probably be readmitted to the 
hospital for intravenous fluids and antibiotics. 

з. The newborn will need to have added water fed by 
syringe rather than by bottle, 

4. Phototherapy in the form о! а BillBlanket will be 
prescribed to bring the level down, 


Clinical Situations. 


12. Avital nursing role when а newbom is discharged with an 

apnea monitor is to: (pp. 366-369) 

1, Verify the parents’ ablity to perform newbom 
cardiopulmonary resuscitation (basic Ме support) 

2. Teach the mother to breastfeed the newborn without 
‘causing the monitor elarm to sound 

3. Determine whether the parents have a pharmacy 
within easy walking distance 

4, Emphasize to the parents that one of them must 
always be with the baby 


1, An adolescent mother seems impatient when her newborn has difficulty feeding and solls his laper. The mother watches TV 
and talks with her trends on the phone while the baby cries, What is an approach the nurse might take to address this 
situation? 


2 It you have an antepartal unit in your clinical facility, talk with women who have bean hospitalized about their feelings about 
being unable to go home, What facilities and activities does the facility provide to help the women pass the tima? Do they have 
‘occupational or physical therapy activities? 


3. Discuss public health policies related to screening pregnant women lor depression or other problems in the community, 


Group Internet Activities 
1, Access the Planned Parenthood website (Www plannedparenthood org) and discuss the mission statement regarding 
adolescent reproductive heulth care services. 


2. Access the Johns Hopkins Children's Center website (www, hopkinschidrans,org) and repart on the parenting resources 
‘section, 


3, Access the following websites for additional support groups and bulletin boards for pregnant women on bed rest and for 
parents-to-be. How does their information compare with your text? Is it accurate and generally current? 
www sidelines.org 
www. babycenter.com 
wwwicdo.govinccdphp/drh 


Multiple Choice 
3. What teaching is appropriate retated to the use of the 
male condom for contraception? (p. 375, Skill 19-1) 
1, Use only patroleum jelly for lubrication rather than 
water-based products. 
2. Apply the condom to the erect penis belore the penis 
touches the woman's genital 
3. Do not leave any space in the tip of the condom to 
avoid expansion with body warmth and possible 
breakage. 
4. Wait until the ponis is soft after intercourse betore 
femoving the penis with the condom from the vagina. 


2. What should the woman using n diaphragm for 
contraception be taught relatod to avoiding toxic shock 
syndrome? (p. 376) 
^t. Poor fit increases the riak for toxic shock syndrome. 
2. Avold using the diaphragm for longer than 6 пошт, 
3. Allergies to latex increase the risk for toxic shock 


syndrome, 
4. The diaphragm should not be used during the 
menstrual period, 


3. Spermicidal cream usd with the condom has the 
advantage of: (p. 375, Skill 19-1) 
1. Reducing the incidence of HIV transmission 
2. Reducing the failure rate to 2% 
3. Limiting the changes in the woman's menstrual cycle 
4, increasing the comfort for the woman. 


4. An advantage of the intrauterine device for contraception 

is that the device: (p. 378) 

1. Reduces menstrual cramoing 

2. Provides continuous pregnancy prevention for 1 to 
5 years, depending on the davice 

3. Нав the lowest incidence of infection of any birth 
control method 

4. Provides a small amount cf protection from sexually 
Vransmitted diseases, including HIV 


5. Oral contraceptives prevent pregnancy primarily by: 

(p. 378) 

1. Making the cervical mucus thinner and more elastic. 

2. Slowing the movement of the fertilized ovum through 
the fallopian tube 

3. Causing tne early expulsion of the fertilized ovum from 
the uterus before it implants. 

4. Suppressing the release of the ovum trom the ovary 
васп month 


6. A 45-year-old woman taking oral contraceptives 
‘wonders whether she wil be able to continue taking them 
until menopause. The nurse's answer will be partly based 
оп: (р, 379) 

1. Cardiovascular history and smoking habits 

2. Weight control and levels of cholesterol 

з. Amount of cramping and bleeding each month 

4. The number of years that she has taken the 
contraceptives 


7. The woman who chooses medroxyprogesterone 

(Depo-Provera) should be counseled that: (p. 380) 

1. The rods will need to be removed and new ones 
inserted in 2 years to maintain contraceptive effects, 

2. Menstrual spotting, headache, and weight gain may. 
occur, 

3. She should return every 6 months for another injection 
of the medication. 

4, Sha should take a pil every day without stopping 
during the week she has her period 


8. After u vasectomy the man wil be asked to bring 

samples to assess sperm count because: (p. 382) 

1. Vasectomy causes a temporary rise in the number ot 
sperm released before actual sterilization occurs, 

2. Infection can altar the effectiveness of the vasectomy 
surgery for sterilization purposes. 

3. The presence of any semen indicates the procedure 
тау not have been successful, 

4, Sperm romain in the vas deferens for а number of 
ejaculations before sterilization is final. 


9, The drug usually given to induce ovulation in women 
undergoing assisted reproductive techniques is: 
(p. 386) 
j. Ал estrogen and progestin combination. 
2. Clomiphene citrate 
3, Medroxyprogesterone 
4. Progestasert 


10. Gamete intrafallopian transfer requires that the woman: 

(pp, 386-387) 

1. Have normal cervical mucus secretions 

2. Limit intercourse to once per week for 1 month before. 
the procedure 

8. Have no problems with urinary tract Infections or 
‘abnormalities 

4 Have at least one open fallopian tube for Implantation 
of the tene ova 
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p" ] FAMILY PLANNING AND INFERTILITY 


Clinical Situation. 
1. Visit а family planning clinic and evaluate the following: 
1. Services offered 


2. Prolessionals who provide the services 

з. Any similarities among types of patients served 

4. Legal requirements for reversible contraceptive methods 

5. Legal requirements for permanent sterilization procedures 

6, Counseling given to patients 

7. Age restrictions, including services offered to adolescents and parental notification requirements. 
8. Language, cultural, and economic accommodations made by the clinic 


Group Internet Activities. 
1. Access the website, www fertlit/lfelines.com, and discuss the advice given concerning fertility problems. 


2. Access the websites in the list of Online Resources on р, 388 and discuss information conceming topics in this chapter. 


Multiple Choice 
1. Which contraceptive method would be contraindicated 
‘for a woman with a history of toxic shock syndrome? 

(p. 392) 


2. A risk factor for pee inflammatory disease is: (p. 399) 
^1. Presence of uterine leiomyomas. 
2. Use of the hormone implant contraceptive. 
3. Persistent Candida albicans vagina! infections. 
4. History of multiple sexual partners 


3. When teaching а woman about taking alendronate 
(Fosamax), the nurse should teach her to take it (p. 394) 
1, With B oz of milk just botore bedtime 
2, With B oz of water and remain upright for half an hour. 
3. їп a single dose that does not exceed 500 mg 
4. As a nasal spray taken twice a day after a meal 


4. The nurse's responsibility related to Papanicolaou (Pap) 

testing is to! (p. 395) 

1, Teach the woman to perform this simple sat- 
‘examination monthly 

2. Explain that the test can identity sexually transmitted 
Infection early 

3. Reduce the number of women who decide not to 
receive а Pap test 

4. Teach women about the need for the regular cervical 
cancer screening 


5. The optimal time to pertorm a breast self-examination 
for a woman who is menstruating ів approximately: 
(p. 396) 

1. Halfway between menstrual periods. 

2. 1 week aher each menstrual period 

3. 3 days before the start of each menstrual period 
4. Hallway through the menstrual period 


STUDY 
GUIDE 


6. A common response of a battered woman is to: (p. 399) 

1. Seek help in public hospitals because of shame in 
reporting the problem to a family physician 

2. Join other battered women so that they can share 
problems and resources when abused 

3. Fear leaving the situation and tool ashamed to report it 

4. Formulate a plan for ieaving her abuser before any 
children are affected by the battering 


7. A feature that distinguishes herpes simplex virus infection 
from other sexually transmitted infections is that herpes: 
(p. 403) 

1. Is now curable with antiretrovirals such as zidovudine 

2. Usually causes intrauterine death or severa fetal 
abnormalities if t occurs during pregnancy. 

3. Often has recurrent outbreaks that are as infectious as 
the initia! outbreak was 

4. Cannot be transmitted by direct contact with the 
infected secrations in the vagina 


8, Health care workers should receive an immunization 

against hepatitis B infection because: (p. 400) 

1, Their immune systems are usually compromised as а 
result of exposure to multiple microorganisms. 

2. They have a high risk of transmitting the infection to 
vulnerable people in the hospital, 

3. Thoy can increase the total number of people in the 
country who are immune to the infection. 

4. They are more likely to come in contact with 
substances that may contain the virus. 
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BJ WOMEN'S HEALTH ISSUES 


Clinical Situations 


1. Have you ever considered the fact that you may have classmates who are being abused? Did you know that their abuse may 
escalate as they near completion of their school and thus near independence? Research available resources in your 

* community for victims of domestic violence. Consider having а representative speak to your class or nursing student 
organization, 


2. A woman is stunned because she has just learned that she must have surgery for breast cancer. She must decide between a 
lumpectomy and modified radical mastectomy. She asks you to explain again the differences in the two surgeries. What 
‘should you tell her? 


8. Identify the local Reach to Recovery contact in your clinical facility, If possible, observe the volunteer visiting with the woman 
who has had breast surgery, 


Group Internet Activities 
^. Access the Healthy People 2020 website for information on sexually transmitted infection complications affecting women. 


2. Access the websites in tho list of Online Resources on p. 405 and discuss information concerning topics in this chapter, 


Сори © 2012. 2008 by Saunders, an me ol S Inc. Copyright 193 renewed by Frank Р. Biar. A ngis need. 


Multiple Choice 

т. Which change in health consumerism has increasec 
56 
©. 
1. Distrust in medical professionals. 
2. Growth of the wellness movement 
3 increasing limitations of insurance 
4. Reduced access to traditional medicine 


2. The Dietary Supplement Health and Education Act of 
1994 was passed to: (p. 408) 
1. Require prescriptions for herbal medicines: 
2. Evaluate the effectiveness of alternative therapies 
3. Determine whether plant-source products are safe 
4. Provide marketing regulations for botanical 
medicines 


3, An elderly neighbor with osteoporosis asks whether 

acupressure might ease her persistent back pain. 

As a nurse, you should initially tell hor that: (p. 409) 

1, Acupressure can promote general relaxation but may 
be too forceful for someone with osteoporosis. 

2. Aromatherapy is likly to have a stronger pain- 
Telleving effect than acupressure for osteoporosis, 

3. Acupuncture is likely to have a more positive effect for 
osteoporosis, 

4. She might lie ta try some homeopathic remedies in 
‘addition to her physician's prescription. 


4. Blofeadbsck is defined as: (р. 411) 

1, Inducing an altered state of consciousness that is 
Similar to daydreaming 

2. Applying very light electrical currents to electrodes 
applied to the skin 

3. Introducing tiny disposable needles into meridians in 
the body to alter function. 

4. Training a person to gain control aver bodily functions 
that are normally subconscious 


8. People who should not use а transcutaneous electrical 
nerve stimulation include those who: (р, 412) 
1, Are in term labor 


GUIDE 


6. How can hydrotherapy increase the speed of labor? 

(bp. 413-414) 

1. Distraction from the pain of labor allows the cervix to 
dilate more quickly. 

2. Relaxation of the smooth muscle of the cervix and 
vagina causes these structures to open, 

3. Stimulation of the nipples causes oxytocin release, 
Increasing contractions, 

4. Vasodilation improves blood flow to the uterus and 
Placenta, thus improving contractions, 


7. Asafety problem that often occurs with herbal medicines 
ls that patients ohen: (p. 413) 
1, List олу food supplements ол history forms 
2. Believe herbs are better than other medicine 
3. Do not take the medicines as directed 
4. Equate natural products with safety 


8, A Meng who takes several herbal supplements regularly 
Wants to become pregnant soon. Ав a nurse, you should 
tell hor to: (pp. 417-418) 

1, Stop all herbal medicines before she becomes pregnant 

2. Consulta physician because not all erbal medicines 
are safe during pregnancy 

3. Avoid the herbal and ail other medicines for the frst 
3 months of pregnancy 

4. Continue the herbal supplements because these are 
organic compounds rather than drugs 


9. A patient is Interested in some herbal medicines that 
she found оп the Interne! and asks for your opinion. 
Аз a nurse, you should reply that: (p. 418) 

1. Ав long as a specific dose range is given for the 
medication оп its container, the herbal medicine 
should be safe, 

2. Because the botanical medicines are natural, they are 
Usually safer than manufactured medications that 
have similar effects. 

3. Most herbal medicines have well-established safety 
records, although some aromatherapy сіз have been 
‘questioned. 

4. Mora controled research studies are needed to 
determina the efficacy and safety of most of these 
medicines, 


10. An herb that may ba used to reduca the hot flashes ot 
menopause (з: (p, 418, Table 21-3) 
1. Black cohosh 
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COMPLEMENTARY AND ALTERNATIVE THERAPIES 


Clinical Situation 


1. A young woman enters the hospital in early labor and is tense and uncomfortable. Write some sample guided imagery or 
visualization statements that you might use with her to help her relax and cope with labor. 


Group Internet Activities 
1. Access the website, http://nccam.nih.gov/health/webresources, and review 10 Things to Know About Evaluating Medical 
Resources on the Web. Discuss the information provided. 


2. Access a website that focuses on complementary or alternative therapies. Discuss whether the website Is focused on 
“selling one product or service ie an Infomercial) or the information is presented by unbiased experts. 


3. Access the websites In the list of Online Resources on p. 419 and discuss information concerning topics in this chapter. 


Copyright © 2012, 2008 by Saunders, an imprint ot Eevir Inc. Copyright 1980 renewed by Frank P. Beier. Ай its reservari: 


NANDA-I—Approved Nursing Diagnoses, 2009-2011* 
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